














en Sr Ria ee ES, ana 











Archives of Dermatology and Syphilology 








VoLtuME 38—N. S. VoL. 1 FEBRUARY, 1920 NUMBER 2 








V—MONILIA CANDIDA INFECTION OF 
THE MOUTH * 


MOELLER’S DISEASE, PNEUMOCOCCUS INFECTION OF THE TONGUE, ETC. 


M. F. ENGMAN, M.D., ann R. S. WEISS, M.D. 


ST. LOUIS 


J. B., aged 53, a heavy-set laborer, well nourished, entered the 
3arnard Free Skin and Cancer Hospital, Jan. 22, 1916, complaining 
of a sore mouth. He stated that the condition had existed for seven 
years. He did not know how the trouble began, but stated that he was 
a constant tobacco chewer. About four or five months before his 
entrance to the hospital he was injured in some way, and the cheek 
was nearly cut through. 

He presented over the entire left side of the buccal mucous mem- 
brane, invading somewhat the right side, a thickened mat of whitish 
filiform projections which was sharply defined against the healthy 
mucous membrane. The appearance of the entire lesion was peculiar, 
looking at first glance like a form of leukoplakia. It mounted to the 
hard palate, sweeping over it and throwing out a peninsular extension 
to the right side and extended backward to the left pillar of the fauces. 
Here it was fissured, particularly at the angle of the mouth and at the 
junction of the buccal mucous membrane with the ramus of the jaw. 

All of the teeth of the left side of the lower jaw had been extracted. 
The peculiar appearance of the lesion could be described best as a 
“frozen doormat” appearance, i. e., a doormat covered with frozen 
moisture as one frequently sees in the winter, the white filiform pro- 
jections being thickly matted and of a white glistening appearance on 
a whitish macerated base. (See Figs. 1 and 2.) 

* Studies, reports and observations from the dermatological departments of 
the Barnard Free Skin and Cancer Hospital and the School of Medicine, Wash- 
ington University, St. Louis, Mo., U. S. A., service of Drs. M. F. Engman 
and W. H. Mook. 
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Scrapings from the lesion, prepared with potassium hydroxid in 
the usual way, disclosed a peculiar fungus which we thought at first 
to be some variety of the trichophyton group, but on further study 
we saw that it was something unique, and sent the cultures and smears 
to Prof. George Moore of the Missouri Botanical Gardens, who 


kindly furnished us with this report: 

















Fig. 1—Monilia candida infection of the mouth. 


“The fungus which you sent me is undoubtedly the Soorpilze of Plaut. 
While there have been some dozen names attached to this plant, I am inclined 
to think that Plaut’s decision that it should be called the Monilia candida, as 


described by Bonorden, is correct. At least until it is more carefully studied, 


this is the name it should go under. It certainly is not a yeast and both 
microscopically arid culturally it corresponds with the organism with which 
Plaut worked and which he described in his ‘Neue Beitrage zur systematischen 


Stellung des Soorpilzes in der Botanik.’” 
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This fungus was constantly found and was so firmly engrafted on 
the lesion that we considered it the probable etiologic factor. No 
antiseptic mouth washes or applications affected its growth in any way. 
\We did not take out a piece of tissue for fear of metastasis. 




















Fig. 3.—Moeller’s glossitis. 


In the anterior portion of the lower jaw, at the junction of the 
gum with the buccal mucous membrane, was a raised infiltrated lesion 
about 2 cm. in diameter which looked very suggestive of a carcinoma- 
tous change. The lesion was raised and hard, and somewhat lobulated 
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along the edges of the gum. There were enlarged glands under the 
jaw on the left side. The Wassermann reaction was negative, and 
there was no history of syphilis. 

As no local treatment seemed to affect the progress of the con- 
dition, the patient was put under anesthesia and the whole area was 
cauterized, which did not seem to delay the peripheral extension of 
the process; in fact, it seemed to accelerate rather than to retard it. 
It extended rather rapidly, involving the mucous membrane of the 
palate on the right side by a sharply defined raised border, leaving in 

















Fig. 4.—Pneumococcus infection of the tongue. 
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its wake the “frozen doormat” appearance, the fungus remaining con- 
stantly present. 

Finally, the suspicious area on the left lower jaw became so 
markedly carcinomatous that an operation was performed. The patient 
dropped from sight then for some months, but has since returned and, 
only a few weeks ago, a final operation was done for the carcinomatous 
process of the mouth. This operation necessitated the removal of 
almost all of the lower jaw. 

Although we have not demonstrated the etiologic relationship of 
this fungus to the condition in the man’s mouth, we believe that the 
invasion of the fungus through its constant irritation for years was 
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sufficient to produce the so-called cancerous degeneration that so fre- 
quently occurs in any prolonged inflammation of the mucous mem- 
branes, and we present the case as unique in its clinical and bacteri- 
ologic aspects. 
MOELLER’S GLCSSITIS 

Case 1.—Mrs. S. came for treatment for a sore mouth which she had had 
for nearly a year. The tongue and the buccal mucous membrane had, during 
the course of the disease, been so sore and painful that food could not be 
taken without great suffering. This condition was so marked that the patient 
had lost greatly in weight and was in a hysterical and almost desperate 
condition. 

On examination, at the time of her first visit, the buccal mucous membrane 
of the right side presented migratory plaques of a mildly inflammatory con- 














Fig. 5.—Pneumococcus infection of the tongue. 


dition which seemed to be spreading peripherally by the raising up of a fine 
white line of epithelium in its progress, leaving in its wake a _ reddened 
inflamed area, extremely painful. These areas, according to the testimony 
of the dentist who accompanied the patient, would alleviate or, as he expressed 
it, “jump from one part of the mouth to another.” There was also a similar 
lesion on the left side of the tongue. The dentist had applied the usual 
mouth washes and treatments of various applications without result. The 
patient was seen one week later and the following note was made: 

The patient states that yesterday her mouth was apparently free from any 
disease when rather suddenly the burning sensation which usually precedes 
these attacks began. This was felt on the right side of the tongue and upper 
lip. This morning after experiencing these sensations the lip is swollen and 
the tongue presents some patches. On examination of this condition it is 
found that the right half of the upper lip is swollen and on the mucous mem- 
brane of the posterior surface of the lip there is an oval patch, 1.5 cm. in 








124 ARCHIL ES OF DERMATOLOGY AND SYPHILOLOGY 


diameter, with a slightly raised border of whitish epithelium, the whole of 
the remaining area being intensely red in color. On the tongue is an oval 
ridge enclosing an intensely reddened area. This ridge runs at right angles 
to the long axis of the tongue. These patches are very sore and burn so 
intensely that the patient states that she can eat only liquid food. 


The lesions had the appearance of a parasitic infection, and we 


might have considered them as such had they not been so rapid in their 


spread. The diagnosis of Moeller’s glossitis was made, and the patient 
g g | 














Fig. 6.—Chancre of the tongue. Fig. 7.—Chancre of the tongue. 





Fig. 8.—Early syphilis of the tongue. 


was sent to the Barnes Hospital for a thorough overhauling. There 
the findings were absolutely negative as to any constitutional or inter- 
current disease. The roentgen-ray plates of the teeth showed several 
nus pockets, and smears of the pus from these pockets showed the 
endameba. Two diseased teeth were extracted, and under emetin and 
local treatment the pyorrhea disappeared. Since that time the patient 


has been absolutely well with no return of the disease. 
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This case is interesting in that out of the twenty cases gathered 
from the literature by Harris,’ only three were reported as having 
recovered. The case above discussed recovered and the only possible 
etiologic factor discovered consisted of apical abscesses and pyorrhea. 














Fig. 9—Early syphilis of the tongue and oral mucous membrane with 
interstitial glossitis. 

















Fig. 10.—Early syphilis of the tongue and oral mucous membrane with 
interstitial glossitis. 


Case 2.—Mr. G. had the disease only on the tongue, but with the same 
clinical symptoms as the one above. The lesions are well shown in Figure 3. 
Unfortunately, we were not able to control this patient as we did the former 


one, and no results were obtained from treatment. 


1. Harris, F. G.: J. Cutan. Dis. 33:742, 1915. 
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PnNeumococcus INFECTION OF THE TONGUE 
Case 1 (Fig. 4).—This patient appeared at the dispensary, Nov. 7, 1917, 
complaining of a sore tongue. He first noticed blisters on the tip of the 
became hard and leathery about six weeks before. He gave 


tongue, which 
some years before with syphilitic treatment 


a history of having had syphilis 
ever since. 


























7” 
Fg. 11.—Late syphilis of the tongue. 
> 
: 
: 
’ 
Fig. 12.—Gumma of the tongue. 
Examination of the tongue showed circinate white patches which were » 
distinctly furry and definitely raised, involving practically the entire upper 
surface of the tongue. The center of the tongue almost had the appearance 
of “black tongue” in that the villous projections were covered by a dark brown 2 
or black material which was difficult to remove. On the tip there was a i 


raised, hard plaque 1 cm. in diameter without furring. The mucous mem- 
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brane of the hard palate and the cheeks was involved in a similar manner, 
but these patches were grayish white. The Wassermann reaction was nega- 
tive. Potassium hydroxid preparations were negative for fungi. He was given 
0.5 gm. of arsphenamin without any effect on the lesions. 

Scrapings from the tongue showed numerous epithelial cells, a very few 
Vincent’s organisms, no diplococci and no fungi. Cultures, however, gave a 
nearly pure growth of pneumococci, among which were scattered a few colonies 
ot Micrococcus catarrhalis. 

The patient was called out of the city and we were unable to follow the 
case any further. 

Case 2 (Fig. 5).—The patient, a Chinaman, stated that for the last few 


~ 


months his tongue had been sore. He presented a serpiginous inflammatory 

















Fig. 13.—Gumma of the tongue. 


process involving the anterior portion of the tongue, characterized by numerous 
tiny, circular papules, the entire process having a definite border which seems 
to be advancing. Potassium hydroxid preparations from the tongue were 
negative for fungi. Cultures showed numerous colonies of Micrococcus 
catarrhalis, the pneumococcus and a few thread-like organisms. It was impos- 
sible to determine the causative organism from the cultures but the findings 
in the previous case and the somewhat similar clinical appearance suggested 
that this case might also be a pneumococcic infection. 

On this basis, the patient was treated with a solution of oxgal!l which has 
a dissolving effect on the capsule of the pneumococcus. A saturated aqueous 
solution of oxgall was painted on the tongue daily for four days with imme- 
diate relief of the burning and discomfort. The application was then con- 
tinued every other day for only a few times, and the final result was a com- 


plete cure. 
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SYPHILIS OF THE MouTtTH AND TONGUE 
Case 1 (Fig. 6).—Chancre of the Tongue——This patient was seen for the 
first time April 4, 1916, complaining of a sore on the tongue. He did not 














know how he contracted it, but had suspicion that it might have come from 7 

kissing. He gave no previous history of a sore elsewhere on his body. 
. 
- 
- 
a 
- 
, 

Fig. 15—Gumma and carcinoma of the hard palate. 
Examination revealed an ulcer about 1.5 cm. in diameter on the right side 


of the tongue at the tip. The border was slightly raised and somewhat infil- 
trated; the base had a raw, red appearance with a grayish membrane at 
the border. There was a marked adenopathy of the submaxillary and lingual 
glands. Spread generally over the trunk was a maculopapular eruption, which 
had appeared six weeks after the sore on the tongue. The dark field exam- 
ination for the spirochete was positive and the Wassermann reaction was 4+. 
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He was put on intensive treatment at once, and the lesions promptly dis- 
appeared. Although he was kept on treatment for a couple of months, he 
appeared at the office in December, 1917, with symptoms of central nervous 
system involvement. A spinal puncture was done at the Barnes Hospital, and 
the fluid showed increased pressure, a cell count of 246 mononuclears and 




















Fig. 17.—Tuberculosis of the tongue. 


positive Wassermann and Ross Jones tests. He received 0.2 gm. of arsphen- 
amin and daily injections of bichlorid of mercury, with complete rest in bed 
for a month. His improvement was marked and, when discharged from the 
hospital, the cell count had dropped to 30. 

This case not only illustrates chancre of the tongue, but also the frequent 
early involvement of the nervous system in initial lesions of the head. 
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Case 2 (Fig. 7).—Chancre of the Tongue—This patient entered the hos- 
pital with a sore on the tongue of one month’s duration. On the left side 
of the tip of the tongue was a destructive crateriform ulcer, very inflammatory. 
There was marked cervical and submaxillary adenitis but no secondary erup- 
tion was evident. The lesion healed very quickly »m mercurial injections. At 
first glance the lesion looked like a gumma but the location, acuteness and 
marked adenopathy served to differentiate it. 

Case 3 (Fig. 8).—Early Syphilis of the Tongue—The patient had very 
curious circinate and papular lesions on the tongue. Mercury by mouth was 
given with absolutely no effect on the lesions but the disease disappeared com- 
pletely on injections of arsphenamin, to recur a month or so later when the 
arsphenamin was discontinued. The case is illustrative of mercury fast spiro- 
chete, a not uncommon occurrence. 











Fig. 18—Lupus erythematosus of the lip. 


Case 4 (Figs. 9 and 10).—Early Syphilis of the Tongue and Oral Mucous 
Membrane.—This patient entered the clinic May 29, 1918, and gave a history 
of having had a chancre followed by an eruption. He was treated for several 
months, and all the lesions cleared up with no trouble until the present time. 
The present trouble began about a month before we saw him when he noticed 
a soreness of the tongue. He presented thick mucous plaques on the oral 
mucous membranes, with special involvement of the tongue. The tongue was 
somewhat infiltrated with marked interstitial glossitis. On the left hand he 
also had large squamous infiltrated plaques. The Wassermann reaction was 
4+, the lesions healing readily under antisyphilitic treatment. 

Case 5 (Fig. 11)—Late Syphilis of the Tongue—The patient stated that 
for the last five years he has had sores on his tongue. He presented several 
ulcerated serpiginous lesions, particularly on the border of the tongue. The 
tongue itself was very much thickened (interstitial glossitis) and presented 
numerous foul-smelling fissures. His Wassermann reaction was 4+ at the 
time he entered the Barnard clinic, May 14, 1917, and on treatment with 
arsphenamin, mercury and potassium iodid the lesions promptly healed and 
the Wassermann test was negative the last time he was seen, April 20, 1918. 
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The last two cases showed interstitial glossitis of syphilitic origin. 
This condition is rarely mentioned in the textbooks and, in Our experi- 
ence, it is rather common in both early and late syphilis of the tongue. 


Case 6 (Fig. 12).—Gumma of the Tongue—The patient stated that from 
the time he had an infection of the tooth, two years ago, he has had a sore 
on his tongue. The tooth was pulled and the lesion cauterized by his family 
physician but it promptly became worse. 

He presented a foul ulceration on the right side of the tongue near the 
tip, the border of the ulcer being somewhat rolled and very hard. He was 
put on treatment with arsphenamin, mercury, and potassium iodid and was very 
much improved when last observed. 








Fig. 19.—Lichen planus of the tongue. 


Phis case is illustrative of the fact that latent syphilis has a ten- 
dency to produce active lesions after a local irritation. The infected 
tooth irritated the tongue, and in this location a nest of spirochetes 
was started into activity, resulting in the formation of a gumma. 
The gumma had existed about two months and, had it remained much 
longer and suffered further cauterization, there is very little doubt 
but what carcinoma would have developed on top of the syphilis. 

The location of the gumma in this case is unique, as it is situated 
on the border of the tongue and not in the center where gummata are 
usually found. The rather hard and glistening border of the ulcer 
raised the suspicion of epithelioma, but the response to the therapy 


instituted, substantiated the diagnosis. 
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Case 7 (Fig. 13).—Gumma of the Tongue—This patient stated that he had 
had a penile sore at the age of 6. No eruption followed, and he had had no 
further trouble until about six weeks before presenting himself, when nodules 
appeared on the forehead and tongue. He was 28 years old when first seen 
by us. 

On the forehead were small gummatous nodules. On the dorsum of the 
tongue there was a raised, hard, nodular, painless mass; just posterior to 
this was a smaller, similar one. On the right edge of the tongue near the 
tip was an ulcerated nodule, very much infiltrated and painless. The entire 
dorsum of the tongue was deeply fissured. The ulcer on the edge looked very 
much like a chancre. The location in this, as in the last case, is unusual for 

















Fig. 20.—Lichen planus of the oral mucous membrane. 


a gumma, but the absence of massive adenopathy and the concomitant symp- 
toms make certain the diagnosis of gumma. All of the lesions healed very 
rapidly on mercury and arsphenamin treatment. 

Case 8 (Fig. 14).—Gumma of the Tongue—In this case there was no his- 
tory of syphilitic infection. In about the center of the left half of the tongue 
there was a nodule about 2 cm. in diameter which was raised about 5 mm. 
above the surface of the tongue. It broke down in three weeks, leaving a 
crateriform ulcer. 

When first observed, the patient stated that the lesion had existed about 
ten days and that it had grown rapidly. From his statement, one might con- 
clude that the lesion was a chancre. There was no massive adenopathy and 
dark field examination was negative. The Wassermann reaction was positive 
and the lesion healed rapidly on mercury and potassium iodid. 
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Case 9 (Fig. 15).—Gumma and Carcinoma of the Hard Palate—This case 
is illustrative of cancer superimposed on syphilis. The patient had a perfora- 
tion of the hard palate, and surrounding this was a rolled, hard, elevated lesion 
that was plainly a cancer. His Wassermann reaction was 4+. 








Fig. 21.—Leukoplakia of the tongue with beginning carcinoma. 











Fig. 22.—Carcinoma of the tongue. 


TUBERCULOSIS OF THE TONGUE (FIGs. 16 AND 17) 

This patient was referred from the medical clinic, July 16, 1918, with a 
diagnosis of incipient pulmonary tuberculosis and with a request for a diag 
nosis of a lesion on her tongue. She gave a history of having had a small 
sore on the tongue about six or seven months previous, located in the center 
of the tongue and slowly growing worse. Another lesion, on the side of the 
tongue, began about four months ago and spread fairly rapidly. 
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In the center of the tongue, about 6 cm. from the tip, the patient presented 
a ragged ulcer about 1.5 cm. in diameter and surrounded by a granulomatous 
infiltration, slightly elevated and soft to the touch. On the right side of the 
tongue, involving practically the anterior two-thirds including both upper and 
lower surfaces, were two well defined concentric rings of granulomatous tis- 
sue, the surface of the tongue inside these rings being studded with tiny 
tubercles of a yellowish red color and from 1 to 2 mm. in size. The Wasser- 
mann reaction was negative and no biopsy was done for fear of disseminating 
the infection. 

Lupus ErYTHEMATOSUS OF THE Lip (Fic. 18) 


This patient was first observed in May, 1913, when the lesions on the lip 
were thought to be leukoplakia. She was seen again in March, 1916, and 
the following observations were made: Practically the entire mucous mem- 











Fig. 23.—Lingua geographica. 


brane and vermilion border of the lower lip were involved in a red, excoriated 
and, in places, slightly scaly, inflammatory process with some maceration on 
the inner surface. The appearance was that so often described as “collodion 
painted on the surface.” 
LICHEN PLANUS 

Lichen planus of the mouth is of very great importance, as it is 
sometimes the first indication of the disease. One of our cases existed 
two years in the mouth before it appeared on the wrist. Another had 
been in the mouth one year before appearing on the penis as the ring- 
formed papule, thus showing, as Engman and Mook have pointed out, 
the apparent similarity of certain clinical types of this disease to 


syphilis. 
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Case 1 (Fig. 19).—Lichen Planus of the Tongue—tThe patient, first seen 
on Sept. 28, 1916, presented a macular type of lichen planus with marked 
lesions on the tongue and mucous membranes of the cheeks. He cleared up 
completely on bichlorid of mercury injections and several recurrences in the 
following two years were cleared up with Asiatic pills. 

Case 2 (Fig. 20).—Lichen Planus of the Oral Mucous Membranes.—Little 
history is available, but the patient had a very severe type of papular lichen 
planus with the typical papular and lace-like lesions on the mucous mem- 
brane of the cheeks. 





CARCINOMA OF THE TONGUE 


Case 1 (Fig. 21).—Leukoplakia of the Tongue with Beginning Carcinoma.— 
This case shows how much dependence can be placed on the statements of 
a patient, as the subject in this case stated that he had noted the lesions on 
the tongue only for the last two weeks, but on examination of the tongue, 
one could see two small carcinomas starting on a base of an old leukoplakia. 
The carcinomas must have been in existence for some months. The tongue 














Fig. 24.-—Benign plaques of the tongue. 


presented almost the appearance of a geographical tongue (or scrotal tongue), 
being fissured, white and glistening, with areas of epithelial hypertrophy or 
leukoplakia and in the center, toward the tip, two distinct nodules which 
showed black in the photograph from their beginning excoriation. 

Case 2 (Fig. 22).—Carcinoma of the Tongue——The right side of the tongue 
presented a very large cauliflower lesion of several years’ duration. The right 
half of the tongue, all of the right cervical glands, and both submaxillary 
glands were removed by operative measures and radium was applied. The 
patient recovered from the operation, healing was uneventful, and he passed 
from observation. 

LiInGUA GEOGRAPHICA (Fic. 23) 

This case was rather interesting and illustrates what trouble such patients 
can get one into when they are so unfortunate as to meet with careless and 
inaccurate serologists. This girl had a fine position when some one noticed 
her peculiar tongue and immediately told her that it must be syphilitic. She 
was referred by some physician to a serologist who returned a 4+ Wasser- 
mann reaction. Through various unfortunate coincidences that occurred at 
this time the girl lost her position and also her home, and was brought to 
the clinic by a social worker. 
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Two other serologists who were thoroughly tried and reliable returned 
a negative Wassermann report on repeated examinations. To any syphilogra- 
pher the tongue would immediately be classified as a geographical tongue. 


BENIGN PLAQUES OF THE TONGUE (FIG. 24) 

This patient presented grotesque plaques which appeared and disappeared 
at irregular intervals, and which began in early childhood. The process began 
as a denudation of the epithelium with a raised white border, beginning at 
the tip of the tongue and gradually sweeping backward to about the middle, 
where it stopped; it then began again at the tip. The time for this excursion 
is from ten to fourteen days. Her Wassermann reaction wus negative and 
the potassium hydroxid preparations were also negative. 

Every conceivable diagnostic method was employed and nothing abnormal 
was found. The girl was in unusually good physical condition and a roentgen 
ray examination of the teeth revealed no pathology. Treatment had no effect 
whatever on the excursions of the plaques, although both local and internal 
remedies were tried. 














VI—‘BURNING TONGUE” * 


M. F. ENGMAN, M.D. 


ST. LOUIS 


For some time I have been noticing a subjective condition which | 
have called “burning tongue,” because a burning sensation is the prin- 
cipal sensation of which the patient complains. 

Our present notes include eleven cases, nine of which were females 
and two males. The ages of these patients ranged from 35, the 
youngest, to 65, the oldest. None of them has shown any lesions of 
the tongue except enlarged papillae from constant feeling for the 
sensation against the teeth, and all of them have appeared in an 
almost terror-stricken condition for fear of carcinoma of the tongue. 


REPORT OF CASE 

History.— This is a typical case: A young woman, aged 35, living in 
Texas, noticed one day while riding on an interurban car, a peculiar burning 
or scalding sensation on the anterior portion of the tongue. She thought that 
she had probably unconsciously taken something too hot but did not at the 
time remember having burned her tongue in this way. It worried her so much 
that she consulted her physician, without benefit. Her mind at once centered 
itself on the fear of cancer and the possibility that this burning sensation 
might be a forerunner of malignancy. 

Her physician assured her that there was certainly no growth on the tongue, 
but she was not satisfied and sought consultation and consolation in various 
large cities. 

I saw her in May, 1919. She was a well nourished woman, apparently in 
good health, but bore an anxious expression. She told me her story, which at 
once classified her condition. Examination of the tongue disclosed no objec- 
tive signs whatsoever. She was perfectly normal in every way. I told her 
of my experience with such cases and assured her, of course, that there was 
no need to fear cancer. However, I do not believe my assurance or the 
assurance of any one else would obliterate from her mind the possibility of 


future carcinoma of the tongue. 


The other ten cases have substantially the same history as the fore- 
going, with possibly a few variations. Sometimes the condition is 
limited to the tongue and the central portion of the lower lip. The 
sensation is one of burning and hyperesthesia on touching the tongue 
with a pin or some testing instrument. There are, as I remarked 





* Studies, reports and observations from the dermatological departments of 
the Barnard Free Skin and Cancer Hospital and the School of Medicine, 
Washington University, St. Louis, Mo., U. S. A., service of Drs. M. F. Engman 
and W. H. Mook 
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before, no objective symptoms. In several cases, however, local 
changes had been produced by painting the tongue with various reduc- 
ing agents, such as silver nitrate, chromate of potash, and such appli- 
cations as are usually used in the mouth. 

The sensation of burning is usually confined to the anterior half 
of the tongue, being more severe near the tip, and seems to be more 
or less constant. The patients frequently forget it for a while; but the 
continued subjective irritation recurs, at some times worse than at 
others, and reduces the patient to the depths of despondency. 


TREATMENT 

My course of procedure in the treatment of such cases has been 
to be frank with them by stating that several such instances have been 
observed, and that the condition is no doubt due to a subconscious 
fixing of the mind on the anterior portion of the tongue, suggested by 
some instance which they have not consciously observed — possibly a 
remark from some one as to cancer of the tongue, or hearing or read- 
ing of such cases. It is somewhat similar to the “idée fixée” of French 
writers. Whether this is the true explanation of this phenomenon I am 
in doubt, however, for in reading an article lately by Dr. Greenfield 
Sluder,t 1 was struck by a remark of his to the effect that peculiar 
sensations in the anterior portion of the tongue may be caused by 
inflammation of the lingual tonsil on either side. To quote from his 
article : 

“As a factor in painful tongue, lingual tonsillitis has seemed to me to 
play a causative part. This distressing condition is described by Sir Henry 
Butlin as glossodynia, and he calls attention to the fact that the papilla at 
the junction of the palatoglossal fold with the tongue is very frequently 
inflamed in these cases. It seemed to be a part of the syndrome. No explana- 
tion for this can be offered at present. Many times have I seen this papilla 
involved, with pain in the tip of the tongue as a part of a lingual tonsillitis, 
and remain so many months after the attack in the tonsil has disappeared. 
The lymphoid tissue of the tonsil often extends to this point. Recently I 
saw these papillae take part in the reaction from a galvanocautery destruction 
of the mass at the lowermost part of the lymphoid tissue at the base of the 


tongue, 1 cm. to each side of the middle line.” 


That this association is quite probably an etiologic factor is further 
strengthened by the fact that lingual tonsillitis is often overlooked 
unless an examination be made with the laryngeal mirror. 

Since reading the article cited above, | have not had an opportunity 
to observe one of these cases, but Dr. Sluder’s observation may be an 
explanation of the cause. 


1. Sluder, Greenfield: Am. J. Med. Sc.156:248 (August) 1918. 
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INTRODUCTION 

At the present day, syphilis of the liver may be said to be one of 
the most frequent of syphilitic visceropathies, at least so ‘far as our 
present clinical and pathologic knowledge goes. McCrae’ is authority 
for the statement that he regards tertiary syphilis of the liver fully as 
common as tertiary syphilis of the nervous system. While this state- 
ment does not accord with the universal experience of other observers, 
the occurrence of syphilis of the liver is undoubtedly far more fre- 
quent than is generally supposed. When one considers that many cases 
of syphilis of the liver do not give rise to clinical symptoms and are 
demonstrated only at necropsy from the presence of old cicatrices, it 
becomes more evident that the unreported cases are probably greater 
in number than those in which postmortem and clinical findings are 
present. In this connection McCrae’s figures are interesting. In an 
analysis of over 27,000 general medical cases, he found tertiary syphilis 
of the liver in fifty-six, pr about 0.2 per cent. In 3,300 postmortem 
examinations, forty-six had well marked syphilis of the liver, or about 
1.5 per cent. This great discrepancy between the postmortem findings 
and the clinical findings suggests that a large number of cases of 
syphilis of the liver do not present clinical findings. Considering the 
great frequency of fetal and congenital syphilis of the liver and the 
undoubted predilection of liver tissue for spirochetal invasion, the 
probable predilection of this organ is not surprising. 

A great variety of clinical and pathologic forms of hepatic syphilis 
are found, and these will be considered under the heads of early 
involvement and late involvement. 


EARLY HEPATIC SYPHILIS 

In the so-called secondary period, or in the first months of the 

infection, involvement of the liver is encountered occasionally in the 

form of jaundice, of which two distinct forms are noted: (1) mild 
icterus, and (2) grave icterus. 


1. McCrae, T.: Tertiary Syphilis of the Liver, Am. J. M. Sc. 144:625, 1912. 
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MILD ICTERUS 

Occurrence.— The occurrence of jaundice in association with 
syphilis is said to have been noted first by Paracelsus, although a 
definite relationship between syphilis and icterus (jaundice) is found 
in the literature of a much earlier date. As a definite entity, syphilitic 
icterus was first carefully studied by Ricord, Gubler,? Lancereaux and 
others. Although many cases have been collected from the literature 
as a whole, it is probably a rare complication of the early period. 
According to Engel Reimer,® however, icterus to a certain degree 
occurs in 3 per cent. of all cases. It seems to me that this is a very 
high figure. In over 500 cases of secondary syphilis in which careful 
notes have been made in my clinic, icterus was found only in three, 
considerably less than 1 per cent. 

Etiology—The cause of icterus has been a subject of much dis- 
cussion. Gubler, who was among the first to study the condition, 
explains the jaundice on the basis of a roseola or an exanthem of the 
intestine and the bile duct, the latter swelling up and so obstructing 
the flow of bile. Lancereaux and French authors in general explained 
it on the basis of swelling of the portal lymph vessels. Engel Reimer 
believed it to be a definite obstructive jaundice caused by a swelling 
of the portal lymph glands; and he was able to substantiate his view 
by a demonstration in three cases at necropsy. Senator holds that the 
jaundice is due to an inflammatory reaction of the biliary ducts. 
According to Neumann, all of these factors may be coincident. 
Mauriac* believes there is an active inflammation of the liver, hyper- 
emia and stopping up of the biliary ducts. In substantiation of this he 
points to the increase in the size of the liver as proof. Finger says it 
is the result of an intoxication due to a syphilotoxin. 

Symptoms.—Women seem to be somewhat more often affected 
than men. The jaundice is characterized by appearing rather suddenly 
and usually without symptoms. The absence of gastro-intestinal 
symptoms is a valuable diagnostic aid in differentiating catarrhal 
jaundice, but as gastric symptoms not infrequently occur in early 
syphilis, they may also be present with syphilitic jaundice. According 
to Engel Reimer, the icterus occurred in over 80 per cent. of the cases 
before three months had elapsed after infection. The most striking 
feature of the jaundice is its coincidence with the exanthem, appearing 
most regularly with the general eruption. Other than this, I cannot 


2. Gubler, A.: Memoire sur Victer qui accompagne quelquefois les erup- 
tiones syphilitique precoces, Compte rend. Soc. de biol. 5:255, 1853. 

3. Engel Reimer, J.: Ueber der Viszeralen Erkrankungen der Frueher 
Periode der Syphilis, Montsh. f. prakt. Dermat. 15:475, 1892. 

4. Mauriac, C.: Syphilis secondaire du foie, Gaz. hebd. de méd. 25:564, 1888. 
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gather from the literature that there are any characteristic features. 
According to some authors, jaundice is not associated with clay colored 
stools. Others have reported a total absence of bile in the stools of 
their cases. According to Rolleston,® the appetite is usually well pre- 
served, although there may be a distaste for fatty food. The spleen 
may be palpable, but this may have nothing to do with the liver 
enlargement. Swelling of the liver has been noted as a fairly uniform 
finding, but it may be absent. It was present in one of my cases, and 
absent in two. 

Course—Usually the icterus is a very transitory symptom, dis- 
appearing in a few weeks, and particularly under the influence of 
treatment. According to Lasch,° it may run as long as three months. 
Sevin,’ however, is authority for the statement that this type of jaun- 
dice may become chronic, in which case it is usually associated with 
chronic interstitial hepatitis occurring as a later manifestation. An 
older theory that the icterus was caused by the administration of 
mercury is without foundation. In but four of the forty-nine cases 
collected by Lasch had mercury been given before the icterus appeared, 
and the icterus disappears very rapidly under the influence of mer- 
curialization. 

Diagnosis—The brisk appearance of the jaundice, particularly 
coincident with the outbreak of the eruption; the absence of other 
causes, particularly the absence of gastro-intestinal symptoms, and the 
prompt amelioration under specific treatment, are the important dif- 
ferentiating points. Simple catarrhal jaundice is the most difficult 
condition to exclude. 


Treatment.—The treatment is that for general syphilis. 


GRAVE ICTERUS (ICTERUS GRAVIS) 

Incidence.—This is far more rare than the benign form, but may 
supervene on apparently mild cases of jaundice. All of the cases of 
grave icterus which have been studied have contributed to a new cause 
for acute yellow atrophy. According to ‘ierfelder, of eighty-one 
cases of acute yellow atrophy, eight had recent or old syphilis. 
Richter* has collected thirty-nine cases of grave icterus and acute 

5. Rolleston, H. D.: Diseases of the Liver, Gall-Bladder and Bile Ducts, 
New York, W. B. Saunders Company, 1905. 

6. Lasch, O.: Icterus Syphiliticus Praecox, Berl. klin. Wechnschr. 33:906, 
1894. 

7. Sevin, O. F.: Etude clinique des icteres chronique syphilitique, These de 
Paris, 1913, Jouve & Cie. 

8. Richter, P. F.: Syphilis und Akute Gelbe Leberatrophie, Charite Annalen, 
1898. 
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yellow atrophy from the literature and added two of his own. All of 
these cases were associated with florid syphilis. The subject of grave 
icterus and its relation to acute yellow atrophy has been extensively 
reviewed in a monograph from this clinic by Wile and Karshner.® The 
majority of the patients are women. Many of the cases have been 
reported under the name of icterus syphiliticus praecox. The largest 
number reported from a single clinic are the three cases of Richter. 
I have observed one case of icterus gravis in which symptoms of acute 
yellow atrophy were present. This case, however, recovered, as have 
others in the literature when the diagnosis has been made sufficiently 
early and treatment instituted. 

Etiology.—The etiology of grave icterus has been carefully studied 
by Buschke and Zernik.’® According to these authors, a syphilotoxic 
parenchymatous hepatitis gives rise to the symptoms, and not an 
obstructive jaundice. This view is generally conceded at the present 
time to be correct. Acute yellow atrophy, according to Michael," 
occurs in 10 per cent. of the cases of early syphilitic icterus. Pregnancy 
may play a role, as in one case of Engel Reimer and Pospelow. One 
case reported by Erickson followed abortion. 

Symptoms.—The cases differ in no way in their symptomatology 
and course from those of acute yellow atrophy from other causes. By 
far the largest number of cases have occurred in women. The jaundice 
usually occurs at some time during the first year, frequently, as in the 
mild jaundice, coincident with the exanthem. Michael asserts that it 
may even occur before the chancre appears, in the period of primary 
incubation. When unrecognized, cases run a fairly rapid course. The 
liver is enlarged, somewhat tender; then rapidly becomes smaller. 
There are marked gastro-intestinal symptoms, and death usually ensues 
shortly after the onset of cerebral symptoms, which, as in other cases 
of acute yellow atrophy, indicate an early termination. The icterus 
at the beginning is usually mild, but becomes very intense with the 
progress of the disease. Crystals of leucin and trypsin indicating 
destruction of liver tissue are a uniform finding in the urine. 

Course—When unrecognized, the cases are almost invariably fatal, 
the course being somewhat longer than in acute yellow atrophy from 
other causes. According to Richter, the average for all cases was 


9. Wile, U. J., and Karshner, R. G.: Icterus Gravis Syphiliticus and Its 
Relation to Acute Yellow Atrophy, A. M. A. 68:1311 (May 5) 1917. 

10. Buschke, A., and Zernik, F.: cur Kentnis der Leber-Erkrankungen im 
Fruehstadium der Syphilis, Arch. f. Dermat. u. Syph. 106:121, 1901. 

11. Michael, M.: Der Ikterus Syphiliticus Praecox unter Besonderer 
Beruecksichtigung der dabei Auftretenden Akuten Gelben Leberatrophie, Arch. 
f. Dermat. u. Syph. 120:694, 1914. 
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eighty-four days. When recognized and treated sufficiently early, the 
course is arrested. When treated during the later stages, the inevitable 
termination is delayed. 

Prognosis—The prognosis is extremely bad, but somewhat better 
than in cases of acute yellow atrophy from other causes. Several 
cases have been reported in which recovery occurred even after there 
was considerable evidence of destruction of liver tissue. Buschke 
and Zernik, Senator and Umber’ have all reported cases of recovery 
in which the diagnosis of beginning acute yellow atrophy could be 
made with certainty by the initial increase in size of the liver, followed 
by its rapid decrease, together with the finding of leucin and tyrosin 
crystals in the urine. A patient observed in my own clinic recovered 
promptly under intensive treatment. 

Treatment.—The treatment is that of general syphilis. 

According to Rolleston, a third form of early syphilitic involvement 
is occasionally found analogous to the diffuse pericellular cirrhosis of 
congenital syphilis. He cites a case reported by Serhemm and Weber 
in substantiation of this. He speaks of it as a temporary condition 
which is apt to be unrecognized unless found accidentally at necropsy 
in patients suffering from secondary syphilis. 


LATE HEPATIC SYPHILIS 

The late manifestations of syphilis of the liver are far more com- 
mon than those of the earlier period. According to McCrae, the clin- 
ical forms are divided into syphilitic cirrhosis, gummas, cicatrices and 
amyloid changes. Chronic passive congestion secondary to syphilis of 
other viscera may also be added. Of forty-six cases of late syphilis, 
McCrae found cirrhosis in twenty-three, gummas in twenty-one, cica- 
trices in nineteen, combined gumma and cirrhosis in eight, combined 
gumma and cicatrices in five, and amyloid changes in four. From this 
analysis and from the experience of others, it appears that syphilitic 
cirrhosis is by far the more common form of late syphilitic hepatitis. 
During the past few years I have had an unusual number of cases 
of late hepatic syphilis under my observation at the University Hos- 
pital. Indeed, it is seldom that I have not at least two or three cases 
under observation at one time. I am impressed with the fact that the 
various forms that are described below art not so much different 
pathologic and clinical entities as different stages of the same picture. 
Thus, for example, I have not infrequently seen gummatous hepatitis 
pass over into the interstitial form, and further have occasionally 


12. Umber: Zur Viszeralen Syphilis, Akuter Gelbe Leberatrophie und Ihrer 
Heilung durch Salvarsan, Miinchen. med. Wchnschr. 58:2499, 1911. 











144 ARCHIVES OF DERMATOLOGY AND SYPHILOLOG) 


noted the clinical picture of syphilitic cirrhosis in which at the post- 
mortem, besides a syphilitic cirrhosis, extensive gummatous lesions are 
present. 

DIFFUSE INTERSTITIAL HEPATITIS OR SYPHILITIC CIRRHOSIS 

Incidence—This is by far the most common form of syphilitic 
hepatitis, although not the easiest to recognize clinically. It is not 
unlikely that many cases of supposedly hepatic cirrhosis from other 
causes are due to syphilis. I have occasionally found hepatic cirrhosis 
unassociated with symptoms occurring in tabetics. The disease is 
probably more frequently found in men than in women, and McCrae 
asserts that alcohol is probably an important factor. In his seventy 
cases only five did not use alcohol freely. In sixteen cases that have 
come under my observation during the last five years, alcohol has been 
a negligible factor. 

Symptoms.—The onset is usually insidious, swelling of the abdomen 
due to ascites being the most prominent symptom. In many cases the 
ascites disappears and reappears with periods of well-being interven- 
ing. McCrae regards this as a most important diagnostic point, not 
occurring in other diseases of the liver. Later in the course of the 
disease there is swelling of the ankles and a general anasarcous con- 
dition. Other authors, notably Neumann, state that ascites occurs only 
late in the course of the disease. In a case under my care at the present 
time the ascites has been so great as to require twenty-five tappings 
within a period of five months, the total amount of fluid removed being 
over 150 liters. According to Neumann, its occurrence late is an 
important diagnostic point between syphilitic and nonsyphilitic inter- 
stitial hepatitis. To sum up: The ascites may occur early and be a 
prominent symptom; in other cases, it may not supervene until the 
later stages of the disease. 

Pain.—This is a prominent symptom, being typical of liver pain, 
radiating to the shoulder. In some cases, as in that reported by 
Gunther,’* the pain may simulate that of cholelithiasis. The pain is 
probably explained in the largest number of cases by the associated 
perihepatitis. That it may be wholly absent is shown by the large 
number of cases of syphilitic cirrhosis at postmortem in which clinical 
symptoms have been wholly absent. 

Jaundice.—Jaundice is spoken of by Rolleston as occurring rarely, 
but McCrae states that it occurred in half of the total number of his 
cases. The urine is usually dark in the later stages; it is distinctly 
icteric and later contains albumin from the associated nephritis. Jaun- 

13. Gunther, H.: Ueber einen Interessanter Falle von Tertiarer Leberlues, 
Therap. d. Gegenw. 52:247, 1911. 
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dice is probably an important differential point, as its occurrence in 
other forms of cirrhosis is far more common than in the syphilitic 
form. : 

Vomiting, hematemesis and hemorrhage from the bowel associated 
with varicosities of the gastro-intestinal system are not infrequent. 

Stools—tThe stools as a rule are not clay colored. Occasionally 
they are mixed with blood and pus from associated ulcers of the 
rectum or colon secondary to amyloid change. 

Fever.—Fever was present in ali but eight of McCrae’s seventy 
cases. The fever in some cases may be the predominant symptom as 
in a case of Hirschberg and Raichline,'* in which the fever resembled 
that of typhoid. 

Authors disagree as to the condition of the liver. Neumann states 
that patients are rarely examined during the period of enlargement. 
According to him, the liver is usually smaller on percussion or normal 
in size. In about half of the cases examined in my series the liver was 
extensively enlarged at the first examination. The edge of the liver 
is thin, sharp, and the irregularities on the surface are, according to 
Bamberger, not easily palpable through the abdominal wall, as they 
are too small and not prominent enough. 

Enlargement of the spleen is one of the earliest and most constant 
findings of syphilitic interstitial cirrhosis. It is usually caused by 
chronic passive congestion or is associated with amyloid change. In 
practically all cases under by observation it has been a uniform finding. 
The increase in size is great and the consistency of the spleen is firm. 
If the diagnosis of amyloid spleen can be made it is extremely helpful 
in establishing the cirrhosis as syphilitic in origin. Cachexia and great 
loss of weight occur sooner or later. 

An unusual syndrome of interstitial hepatitis is that simulating 
Banti’s disease. Osler’® has reported three cases of syphilitic cirrhosis 
in which the splenic symptoms overshadowed and obscured the hepatic 
picture. There was marked anemia and frequent hematemesis. In 
only one of these cases, however, was the syphilis acquired. A similar 
report is recorded by Ridder,'® whose patient, a woman, was sick for 
five years with progressive weakness, and with the typical picture of 
Banti’s disease, including the blood picture of splenic anemia. The 
patient is said to have improved markedly under mercury. 

14. Hirschberg and Raichline, A.: Hepatite syphilitique simulant au debut 
une fievre typhoide, Bull. gén. de thérap. 126:556, 1894. 

15. Osler, W.: Syphilis of the Liver with Picture of Banti’s Disease, Proc. 
Roy. Soc. Med. 72:1, 1913-1914. 

16. Ridder: Beitrag zur Kentnis des Morbus Banti; Einfal von Syphilitische 
Pseudobantische Leberzirrhose, Charite Annalen 35:193, 1911. 
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Course ——The course of the disease is essentially chronic. In not a 
few cases, however, pneumonia, fatal hemorrhage and rapid emacia- 
tion bring about a rapid exodus. When intercurrent affection does not 
occur the cases may progress for several years. Occasionally periods 
of improvement occur, spontaneous or under treatment, with reduction 
in the extent of the ascites and the amelioration of other symptoms. 
Death usually results from exhaustion and emaciation after repeated 
attacks. 

Diagnosis—In the absence of other syphilitic findings, the differ- 
ential diagnosis is extremely difficult. If other syphilitic symptoms 
are present, the small size of the liver, the absence of jaundice and the 
absence of gastro-intestinal symptoms are strongly suggestive of 
syphilis. In cases in which the surface of the liver is markedly 
irregular, it is sometimes difficult to differentiate carcinoma. Ascites 
may be present in both carcinoma and syphilis and thus complicate 
the diagnosis. Cachexia is present in both. Rapid increase in size 
of the individual nodes on the surface of the liver more particularly 
indicates carcinoma. It must be said, however, that in many cases the 
differential diagnosis can only be made after a long period of observa- 
tion. Before the present day of laboratory aid in the diagnosis of 
syphilis, the differential diagnosis was far more difficult. A positive 
Wassermann test, of course, with due consideration to its limitations, 
and the occasional occurrence of syphilis and carcinoma together, fur- 
nishes one of the most valuable aids in the differential diagnosis. The 
absence of jaundice, the appearance of ascites late, the relative small 
size of the liver, serve to differentiate it from other forms of cirrhosis. 

Prognosis——The prognosis is bad, being much worse in this form 
than in other forms of syphilitic liver disease. Cases of recovery, how- 
ever, are recorded in which the diagnosis has been made extremely 
early. In general, the prognosis is no worse than that of nonsyphilitic 
interstitial hepatitis. Neumann states that it is better. Even when the 
disease has progressed and there are associated amyloid changes, 
recovery is occasionally recorded. In Chvostek’s nineteen cases, 
recovery took place in but two. I believe that a particular paradox 
exists in the treatment of these cases in that as the syphilis becomes 
better, the symptoms are likely to become worse. This is readily 
understandable when one considers that in the resolution of the process 
a further contraction and cirrhosis of the liver take place with a 
resultant greater tendency to ascites. In a few cases under my own 
observation a general improvement of the patient’s physical condition, 
undoubtedly due to the effect of the resolution of other syphilitic foci, 
has been coincident with a marked increase in ascitis and a diminution 


in the size of the liver. For this reason, at the outset a prognosis is 
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difficult and undoubtdly depends largely on the amount of uninvolved 
liver tissue and the location of such tissue with reference to further 
scar formation. In these days when the diagnosis of syphilis is prob- 
ably made much earlier than previously, the prognosis in this type of 
case may become brighter by early recognition and prompt treatment. 


Treatment.—The treatment is that of general syphilis. 


GUMMAS OF THE LIVER 


Incidence.—Next to interstitial hepatitis, the gummatous form is 
the most frequent type of syphilis of the liver. According to Neumann, 
it is relatively more common than any other, but according to the 
experience of other authors, the interstitial form is the more common. 
The gummas occur either in the form of miliary nodules or oftener, as 
larger tumors of the surface which by their absorption result in dis- 
tortion and changes in the configuration of the organ. Gummas occur 
not only in this form, but may also be present in the interstitial hepa- 
titis, thus giving rise to a mixed anatomic form. The absorption of 
relatively large gummas may take place spontaneously causing deep 
indentations and cicatrices on the surface of the liver. These cicatrices 
may be so deep as to give rise to lobulation. In many cases of multiple 
gummas of the liver the organ presents itself as a mass of knobs and 
deep furrows. The gummas appear in both lobes, on the anterior sur- 
face more commonly than on the posterior, and somewhat more com- 
monly on the left than on the right lobe. The lesions may be single, 
or as in one case of Tierfelder’s, there may be as many as fifty. The 
variation in size is also great. The lesions may be as small as a pin- 
head, and may be as large as hen’s eggs. The liver itself may be con- 
siderably larger than normal, or late in the course of the disease, it is 
apt to be diminished in volume. When amyloid change is associated, 
the organ is increased in size. In those cases in which there is a 
marked degree of interstitial hepatitis, the general size and weight 
of the organ are reduced. 

Symptoms.—That gummatous hepatitis may occur without symp- 
toms is shown by the occasional accidental finding at necropsy in 
cases in which during life there were no symptoms referable to hepatic 
disease. As a rule, however, the symptoms are prominent. 

Pain.—Pain occurs almost uniformly and is an extremely confus- 
ing symptom inasmuch as it is frequently identical with the pain of 
cholelithiasis and cholecystitis. It is typically hepatic pain with radia- 
tion to the right shoulder, occasionally sharp and paroxysmal in char- 
acter, at other times simulating the pain of cholecystitis. In other 
cases the pain may be that of high abdominal tumor, being in the left 





148 ARCHITES OF DERMATOLOGY AND SYPHILOLOGY 


hypochondrium and not radiating to the shoulder. In still other cases 
actual pain is not present, but patients complain of a feeling of pres- 
sure and weight. 

Jaundice.—Jaundice may or may not be present. It is less common 
probably than pain, and when present is never an intense icterus. 
Usually it is of short duration. When present, it may be due to the 
interstitial hepatitis, to the concurrent perihepatitis, or to compression 
of the larger biliary ducts by gummatous infiltrates. When the icterus 
occurs as a prominent feature, it is probably due to an associated 
interstitial hepatitis. 

Ascites —The occurrence of ascites in this form of liver disease is 
not so frequent as in the interstitial form. According to Bamberger, 
it is rare. Mauriac is of the same opinion, whereas Julian, Tierfelder 
and McCrae give it as a frequent symptom. From an analysis of the 
cases in the literature, it would seem that ascites is uncommon in 
uncomplicated gummatous hepatitis. In those cases, however, in which 
there is an associated nephritis, interstitial hepatitis or splenic tumor 
with involvement of the peritoneum, ascites is common. The ascites is 
apt to appear with the decrease in size of the liver through a constric- 
tion of the larger portal veins by the cicatrization of involuted lesions. 

Fever—Fever occurs commonly in all types of liver disease and is 
therefore not infrequently found with gummas. There is nothing 
characteristic about the course of the temperature. As a rule, it is not 
high, and is continuous during the period at which actual symptoms 
are present. According to Klemperer, the fever is due to the ulcera- 
tion of gummas. Huber,’*’ who has reported a case of gummatous 
hepatitis in which fever was a prominent symptom, believes it is due 
to toxins of the spirochete. Inasmuch as there is almost invariably 
an associated low grade peritonitis, it seems not unlikely that the fever 
might arise from such involvement. 

Splenic Tumor—Enlargement of the spleen is fairly common. It 
may be due to an interstitial splenitis, to gummatous involvement or 


to amyloid degeneration. It is far more common in association with 


interstitial hepatitis than with the gummatous form. 

Gastro-Intestinal Symptoms. — According to Neumann, gastro- 
intestinal symptoms are a constant finding. Gastric digestion is 
delayed. There may be hemorrhages from the bowel and stomach. 
These, however, usually occur only in cases of amyloid disease or when 
the hepatic circulation has been extensively constricted. In many of 
the cases gummas of the liver are associated with gummatous findings 
in other organs, thus giving rise to a most complicated picture. An 


17. Huber, O.: Luetisches Leberfieber, Therap. d. Gegenw. 52:59, 1911. 
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occasional finding of gummas in the liver in tabetics is reported by 
Jervis'* and by Plate.’® 
Among more unusual symptoms may be noted occasionally cases 


simulating cyst of the liver, as in a case of Lejars,?° in which the 
picture was one of typical hydatid cyst. 

Cachexia, loss of weight and anemia are progressive, and in late 
cases the clinical picture may resemble that of carcinoma of the liver. 

To summarize: The symptomatology of hepatic gumma is varied 
and is modified by the occurrence of syphilis in the neighboring vis- 
cera, and by such complications as nephritis, peritonitis and splenic 
enlargement. The most prominent and least variable symptom is the 
nodular enlargement of the liver. 

Course.—The course varies from months to years, resulting occa- 
sionally in spontaneous cure, in other cases in satisfactory cure under 
specific treatment; in still others in progressive cachexia and death 
from complications or from exhaustion. Recurrences may occur 
occasionally. 

Differential Diagnosis —In typical cases the diagnosis is not diffi- 
cult. The palpation of the discrete rounded nodules on the surface of 
the liver, the other associated syphilitic findings and the positive com- 
plement fixation test render the diagnosis relatively easy. Obscure 
cases, however, are frequently encountered in which the diagnosis is 
more difficult. It is particularly necessary to differentiate carcinoma 
of the liver. In this condition the more rapid increase in the size of 
the nodules during a short period of observation constitutes an impor- 
tant differential diagnostic point. Ascites and jaundice are perhaps 
more common in carcinoma; enlargement of the spleen is a more 


common finding in gummas. Neumann gives as an important diag- 


nostic point, the high grade of deformity of the liver and its decrease 
in volume. The decrease in volume in association with large pro- 
tuberances, according to him, indicates gumma. The fixation of the 
liver by adhesions during respiration occurs more frequently in gumma 
than in carcinoma. 

Prognosis ——The prognosis varies according to the time at which 
the diagnosis is made. In early cases in which a diagnosis has been 
promptly made and specific therapy instituted, the prognosis may be 
said to be good, the lesions and the symptoms yielding readily to 
specific therapy. In the later cases in which cachexia has occurred, 

18. Jervis, J. J.. and Dykes, A. L.: A Case of Multiple Gummata with an 
Unusual Deformity of the Liver, The Lancet 2:364, 1912. 

19. Plate: Lebersyphilis, Deutsch. med. Wehnschr. 39:677, 1913. 


20. Lejars: Les grosses Tumeurs syphilitiques du foie, Semaine méd. 10: 
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or in which there are amyloid changes, or in which extensive distention 
and distortion of the liver has occurred, particularly in those cases in 
which ascites has been a prominent feature for a long time, the prog- 
nosis is bad. 

Treatment. The treatment is that of general syphilis.” 
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of interest: 
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ULCERATING GRANULOMA OF THE PUDENDA 


A REVIEW OF THE LITERATURE WITH A BIBLIOGRAPHY AND SOME OBSER- 
VATIONS OF THE DISEASE AS SEEN IN PCRTO RICO 


HERMAN GOODMAN, B.S. M.D. 
Formerly Venereal Officer, Camp Las Casas, Porto Rico 


NEW YORK 
INTRODUCTION 


Ulcerating granuloma of the pudenda is a skin and mucous mem- 
brane disease found in the tropics. It is an infectious, chronic, indu- 
rated, cicatrizing growth on or near the genitals of both male and 
female, with no tendency to glandular involvement or serious impair- 
ment of the general health. 

The increasing migrations between continental United States and 
Porto Rico, with the possibility of transferring the infection, is deemed 
to be of sufficient importance to warrant the reporting of the first cases 
diagnosed on our insular possession. 

The available literature has been studied, and only one reference 
has been found to the disease in any part of the United States or its 
tropical dependencies. Lieutenant Pederson, U. 5. Navy, had three 
cases in St. Thomas, V. I. (personal communication), and Dr. Gehr- 
inger had one in Panama (personal communication). From our island 
neighbor, Cuba, report of two cases has been made by Pardo of 
Havana. 

Ulcerating granuloma of the pudenda is briefly mentioned in many 
of the modern dermatologic textbooks. The volumes on tropical 
medicine and pathology in English, French, Spanish and Portugese at 
our disposal give brief space to the disease, and the journals of tate 
years have original articles and abstracts of reports. 

Synonyms.—Ulcerating granuloma of the pudenda is the name 
most often applied to the disease. This name implies the pathologic 
process of granuloma with subsequent ulceration. A name which 
emphasizes another pathologic process is sclerotisizing or sclerosing 
granuloma of the pudenda. Serpiginous ulcerations of the genitalia 
was the term applied by McLeod. Granuloma inguinale tropicum, 
granuloma venerum, groin ulceration, and chronic venereal sores have 
all been used. Da Matta proposes the term “granulomatoses” for this 


group of cases 
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History.—Ulcerating granuloma of the pudenda was buried among 
the nondescript “tropical ulcers” until recognized as a clinical entity 
by Conyers and Daniels in 1896. They observed the disease in British 
Guiana. Since that time, cases have been reported and studies made 
on the etiology, pathology and treatment of the disease. 

Geographical Distribution —British Guiana, Dutch Guiana, Brazil, 
Uruguay, Argentine and the West Indies have the disease. The same 
or a similar disease exists in the Fiji Islands, India, East Indies, 
Northern Australia, the west coast of Africa and South China. Rarely, 
has an identical disease been encountered in Europe. Grindon reported 
three cases in the United States. In our own field of study, Porto 
Rico, we have seen four cases. It seems probable that many more 
cases are to be encountered on the island. 

Age of Patients—The majority of the patients are in the period of 
sexual maturity. Rarely has the disease been acquired by children, 
or by those over 45 years of age. 

Sex Affected.— Manson states that males are less frequently 
affected than females. 

Color.—A theory as to the predisposition on the part of the colored 
races has been advanced; but reports of the disease among whites are 
sufficiently common to warrant the statement that race plays no essen- 


tial part in the etiology of the disease. 


HISTOPATHOLOGY 
The histopathologic study made by Galloway on material furnished 
by Daniels has been most often quoted and paraphrased. According to 
the researches of this author: 


The microscopic changes commence at some distance from the points where 
the disease becomes visible to the naked eye. The lesion consists of a round 
cell infiltration appearing in the upper regions of the corium which extends 
upward into the papillae and also to a variable extent downward into the 
subcutaneous tissue. The main mass of the exudation, however, lies in the 
upper layer of the cutis, and in the papillae themselves. As the amount of 
this exudation increases, the papillae increase in size, both in length and 
breadth, and the interpapillary processes of the epidermis become elongated, 
so that they may attain to eight or ten times the usual length. As the result 
of these changes, a very complicated arrangement of columns of epithelial cells 
and dense exudation of rounded cells of mesoblastic origin forms the char- 


acteristic appearance of the growth in its most active state. 

The connective tissue of the corium disappears under the influence of the 
infiltration, its fibrils become swollen, refuse to take the ordinary connective 
tissue pigments and at length vanish. As the connective tissue is destroyed 
its place is taken by the new infiltration, so that dense masses of the new 
growth underlie the elongated interpapillary processes of epithelium. In these 
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masses only a few irregular trabeculae.of connective tissue can be distin- 
guished, and these are frequently in a degenerate condition. 

The elastic tissue may also be observed to undergo changes of a distinctive 
character. The regular arrangement of the fibers, which can readily be seen 
where the skin is still normal, becomes disturbed on the advance of the infil- 
tration. The individual fibers become swolien and at length broken up into 
short lengths. As the dense areas of infiltration are reached, the main elastic 
fibers in the corium are so altered in their arrangement that, instead of 
coursing in a direction more or less parallel with the surface of the skin, 
fragments cf them may be seen in connective tissue trabeculae lying in all 
directions, even at right angles to the surface of the cutis. In the infiltra- 
tion itself all traces of elastic tissue disappear. The elastic fibers of the 
papillae and in other parts are destroyed in a similar manner. 





Fig. 1 (Case 1). Pea-sized papillomas between commissure of the vulva, 
including perineal space, and circumscribing the anus. The disease process 
passed into the vagina and into the rectum. 


It is noteworthy that no tendency to caseation or to suppuration is observed 
in the masses of infiltration. In the older parts of the growth, the newly 
formed cells become swollen, disappear and the situation of the infiltration 
becomes occupied by newly formed bands of connective tissue, distinguished 
from those originally existing by their straight instead of wavy course and 
by the density of their arrangement. Shrinking takes place in the size of 
the tumor, and firm scar tissue is formed. 

As the infiltration appears in the papillae the cells of the rete malpighii 
in the interpapillary processes of the epithelium become swollen, their proto- 
plasm becomes more hyaline in appearance and division of the nuclei and cells 
appears to take place, although mitoses are uncommon, so as to permit the 
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necessary increase of the interpapillary processes. The increase of the infil- 
tration raises the corium in the form of a small tumor, and the epithelium 
becomes stretched over it. This additional alteration conduces still more to 
disturbance of the epithelial cells. There is interference with the regular 
columnar arrangement of the lowest layer of cells in the stratum mucosum. 
The cells are elongated and are less distinguishable from the overlying cells 
of the prickle layers. Leukocytes make their way into the altered epithelium 
from the underlying infiltration and wander through the lymph channels of 
the epithelium, which becomes peculiarly obvious. As the summit of the 
little tumors is approached, the epithelium becomes more and more infiltrated 
with leukocytes, and at the most prominent part, a thin crust of leukocytes, 
epithelial and leukocytic débris may be frequently distinguished. The epi- 
thelial layers below are full of leukocytes and the lymph spaces contain, 
besides leukocytes of various shapes, the relics of leukocytes and possibly of 
epithelial cells, free from chromatin granules. 

In spite of the stretching and thinning of the epithelium and its infiltra- 
tion with the leukocytes, complete disappearance of the suprapapillary epi- 
dermis appears to be uncommon; but in some specimeéus a deep ulcer is seen 
to have formed with complete destruction of the epithelium and the appear- 
ance of dense scar tissue. This characteristic, it will be noticed, corresponds 
to one of the important clinical features of the case. 

The stratum granulosum undergoes great alteration. In the neighboring 
normal skin it is readily observed, as is also the overlying stratum corneum. 
As the area of disease is reached, the cells fail to develop the granules of 
keratohyaline regularly, and at a point about half way toward the summit of 
the tumor the cells of the stratum granulosum have quite vanished. A sim- 
ilar fate attends the cells of the stratum corneum. The epithelium overlying 
the upper parts of the tumor, therefore, is formed of cells of very nearly 
the same appearance, without pigment and without the normal granules of 
keratohyaline and without undergoing the regular formation of horny material. 
The upper cells differ only in shape, and very little in staining reactions from 
the epithelial cells immediately in contact with the transformed corium. 


Conyers and Daniels give a detailed account of the microscopic 


structure of either the smallest nodules or larger masses as showing: 


The mass of nodules are composed of round cells, with a large (but usually 
badly staining) nucleus, contained in a delicate reticulum of fibrous tissue. 
This mass is covered by epithelium in its greater extent and in the older 
and larger nodules merges gradually into a subjacent dense fibrous stroma in 
which small masses of similar rounded cells are embedded. The growths 
are very vascular and the capillaries are much dilated, but there are no hem- 
orrhages. There is no sign of suppuration or caseation, and no giant cells 
are found in any of the sections. The overlying epithelium has undergone 
certain modifications; it is usually intact; or cracked and, occasionally over 
small areas, absent or ill formed, and the cells of the rete malpighii are ill 
defined and swollen. None of the pigment so characteristic of the colored 
race is found in the deeper layers. In many specimens there is a prolifera- 


tion of the interpapillary epithelium, in some, sufficient for columns of epi- 
thelial cells to appear to descend into the round celled growth. In others, 
on the other hand, the papillae have almost disappeared from a more wide- 
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spread proliferation of the epithelium. The hair follicles in many cases 
share the epidermic thickening, and the hairs grow strongly and are not 
changed in color. In a section of a small nodule, the round cell mass will 
be found to be roughly wedge-shaped, the base of the wedge being toward 
the skin, the growth ascending with the vessels into the papillae. 


ETIOLOGY 
There has been some difference of opinion as to the bacterial agent 
of ulcerating granuloma. Different investigators have described dif- 














Fig. 2 (Case 2).—The condylomatous type of the disease, covered by slough. 


Individual papules, varying in size up to that of an almond, were present. 


ferent organisms, and there has been confirmatory evidence accumu- 
lating for the two main contenders, namely, Wise, who advanced the 
theory of spirochetal origin, and Donovan, who advanced the theory 
of Calimatobacterium granulomatis origin. 

Wise reported in 1906 and 1907, that he had found in the eruption spiro- 
chetes resembling S. refringens and S. pallida but they were not exactly sim- 
ilar. Cleveland confirmed Wise’s observations on the spirochete and has called 
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it S. aboriginalis. MacLennan found the spirochete of ulcerating granuloma 
more delicate, more closely waved, very much longer, and more difficult to 
stain than S. pallida. 

Donovan has described small rod or coccus-like bodies, two microns by 
one micron, which lie singly or in groups in mononuclear cells obtained by 
scraping the sores. His results have been confirmed and enlarged by Siebert 
and later, by Flu. De Beaurefaire Araga and Vianna have cultivated the cap- 
sulated coccus-like bodies described by the above authorities. Cultivation has 
been obtained also by Martini. 

Manson calls the parasite a “gigantic short bacillus with rounded ends 
occurring in large mononuclear cells and in great profusion. The parasites 
are sometimes scattered irregularly through the protoplasm of the affected 
cells, more often they are arranged in little round clusters of eight or ten. On 
deep staining, something like an elongated nucleus can be made out.” Accord- 
ing to Manson, the position this organism occupies and its peculiar character- 
istics are highly suggestive of its being the cause of the disease. 

Calimatobacterium granulomatis, according to de Souza Araujo, when stained 
by the method of Gram, whether in smears, in section or from culture, takes 
the stain; but the capsule remains unstained. The method of choice for the 
organism is that of Giemsa, by which there is presented a_ characteristic 
appearance. The body of the organism takes an intense violet color, and the 
capsule appears pink, sometimes dark red, with small clear spaces. When 
deeply stained, extracellular forms at times present the appearance of cocci, 
stained dark violet and surrounded by a capsule. This form is about 0.2 
or 0.3 microns and with its capsule about 1 or 1.5 microns. In general, the 
capsule is oval and the microbe appears elongated like a bacillus or diplo- 
coccus in the stage of division. In such cases, the organism may be from 
0.5 to 1 micron and with its capsule from 2 to 2.5 microns. In the last 
stage of division, the germ separates in the capsule and lies at each end like 
a coccus. 

Pardo, in his report of cases, says: “The specific germ is a short cap- 
sulated bacillus disposed in chains; it is easily distinguished on account of 
its capsule; the best stain is Giemsa. Pure cultures were not obtained, although 
the micro-organism was still present in agar mediums with many other bacteria.” 

Steele, in his study of the etiologic factor, notes: “Spirilla of a somewhat 
large size, resembling Spirillum refringens, were occasionally seen. Sometimes 
with them, sometimes in their absence, spirochetes identical in their morpho- 
logic characteristics with S. pallida were found. As this method (scraping) 
might be open to the objection that these spirochetes might be extraneous 
agents, removal of the ulcers and smears made from the deeper tissues occa- 
sionally showed the presence of these spirochetes; in what percentage of cases 
they will ultimately appear as constant factors, it is too soon to state. 

Again another parasite was sometimes in evidence, usually in the fungating, 
granulating variety of the infection, and often from the enlarged inguinal 
glands when such are present. Generally seen in large, swollen mononuclear 
cells, and often in considerable numbers, they possess varying appearances; 
if for any reason they appear crowded together the bodies resemble enlarged 
cocci-bacilli, sometimes kidney shaped, not unlike huge gonococci; but when 
spread out, or in ‘spread out’ mononuclear cells, there is the appearance of 


a differentiation into a nucleus, rod-shaped, and a surrounding protoplasm.” 
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Grindon, among the conclusions arrived at in the study of three cases in 
the United States says: “The peculiar bodies described by Donovan and 
Carter are not constantly present in this disease. . . . Spirochetes are not 
constantly present.” 


REPRODUCTION OF -THE DISEASE IN ANIMALS 
Conyers and Daniels’ work with guinea-pigs gave negative results. 
De Beaurefaire Arago and Vianna successfully inoculated cultures in 
the lower animals, but did not reproduce the disease, as the dogs, 
guinea-pigs and rats inoculated died within forty-eight hours. Steele 
treated four monkeys with pieces of tissue removed from various 








Fig. 3 (Case 3).—A series of lesions varying in size from that of pea to 
that of bean, on posterior fourchet, with lymph stasis of labia majora, labia 
minora, prepuce and clitoris. 


cases by scarification over the eyebrows and genitals, and in three 


animals more or less typical lesions appeared over the eyebrows. The 
three monkeys died within several months. 


ASSOCIATED WITH OTHER DISEASES 

All observers are agreed that complications with syphilis occur 

occasionally. Most authors are positive that ulcerating granuloma is 

not syphilis. Maitland’s observations point to the probability that 

venereal ulcers may form the point of entrance for the disease. In 

cases showing marked elephantiasis, the filarial organism has been 
suspected but it has not been found constantly. 
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CONTAGIOUSNESS 
Ulcerating granuloma of the pudenda is contagious, but only mildly 
so. The seat of the ailment on the genitals and the frequency of 
primary affection of the penis in the male and the vagina in the female 
combine to indicate a disease of venereal character. Rarely have 
extragenital cases been reported. 


INCUBATION 
Low mentions the case of a white man in whom a small sore 
appeared on the glans penis two days after cohabitation with a black 
woman. Maitland’s case gave a four-day incubation period. De 
Beaurefaire Arago and Vianno report a case of eight days’ incubation. 


CLINICAL APPEARANCE 

The disease presents itself as a light red, shiny mass of granulation 
tissue that bleeds easily ; the masses are of various sizes, exude a thin, 
light sanguineous fluid and exhale a fetid odor. The granulations are 
largest at the margins, the centers appearing rather sunken. The 
granulations also appear to be strongly developed in the hairy parts 
of the body. The secretion differs: sometimes it is so great that it 
runs in drops; in other cases it is scanty, and the masses of granula- 
tions are covered with drying scabs. Sometimes the granulomas heal 
in places by shriveling up, leaving firm, raised, hairless cicatricial tissue 
with a thin epidermal integument, which is in parts lighter, in parts 
darker than the skin in the vicinity. Sometimes these cicatrices lie like 
islands in a mass of granulations; sometimes cicatrization occurs at 
one side and the disintegrating process advances on the other. In con- 
sequence also of cicatricial contraction, the contiguous skin may be 
drawn away. 

OTHER PHYSICAL SIGNS 

There is no enlargement of the draining lymph nodes. The lymph 
channels may, however, become blocked, and pseudo-elephantiasis of 
the affected penis or vulva occurs. The growth may invade the urethra 
in the male and the rectum or vagina in the female. Impassable stric- 
tures of the urethra may result, and incurable rectovaginal fistulas are 
common. The lesion is not invasive, and there are no metastases. 
The general health is not affected. 

In cases affecting the skin or mucous membrane surfaces, there 
are no subjective symptoms, and the patient does not complain of any 
discomfort. When the disease advances by continuity or contiguity, 
and the pathologic process encircles the anus, or invades the urethra, 


vagina, or rectum, it causes the formation of a cartilaginous stricture. 
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Pain on defecation or urination is intense, and is complained of. The 
stricture may become so obstructive as to prevent the normal func- 
tioning of the part. 
DURATION OF THE DISEASE 
The disease is extremely chronic. Complete spontaneous cure is 
rarely or never observed. The cicatricial tissue that may form soon 
becomes disintegrated. 
DIFFERENTIAL DIAGNOSIS 
To the casual observer, the disease may most often be mistaken for 
syphilis. It is easily distinguished from the chancre by the history of 
chronicity, and the absence of lymphatic enlargement. It is differen- 
tiated from condylomata lata by the granular appearance, color and 
ulceration. The slow advance, superficial character and vascularity | 





tend to differentiate the gumma lesion. The serologic reaction may i 
be of help, but will never be conclusive evidence. The inefficiency of | 
antisyphilitic treatment will soon appraise the diagnostician of the 
mistake of a diagnosis of syphilis. 
Yaws is distinguished by the distribution of the condition, and the 
lack of multiplicity of the lesion. 
Tuberculosis is distinguished by the absence of the organism of 
Koch. The age of the patient, and the character of the lesion will 
readily exclude the common clinical forms of tuberculosis cutis. 
Epithelioma or carcinoma, especially of an early penile lesion, would 
be diagnosed by the microscopic picture. Clinically, the absence of 
glandular enlargement and of metastases, the youth of the patient, and 
the absence of cachexia would exclude malignant disease. 


PROPHYLAXIS 


The moral and economic features of the prophylaxis of granuloma 


pudenda are those of syphilis. Illicit intercourse is usually the mode of 
transmission. The fact that treatment is almost unavailing would 
tend to put the victim in the same class as the leper, and require for 
active prophylaxis the isolation of all persons affected. 


TREATMENT 
Antisyphilitic treatment does not affect the disease. Neither sal- | 
varsan, mercury, nor potassium iodid alleviate the condition. 
The drug recommended is antimony and potassium tartrate (tartar 
emetic). First advocated by the Brazilians, tartar emetic has taken 
first place in the treatment of disease. It is used intravenously, and 
by oral administration. | 
Intravenously, it is ordinarily given in a concentration of 1: 100. | 


The solution should be prepared in distilled or redistilled water, and | 
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in the cold, as heat decomposes the tartar emetic immediately. The 
dose is 5 c.c. of the 1: 100 solution, every second day. Ashford writes 
of increasing the dose gradually to 12 c.c., every second day. 

The results with this treatment are not magical. Low gave the 
patient already mentioned (incubation two days) three injections of 
salvarsan and thirteen of mercury before giving the tartar emetic. It 
required 5314 grains of tartar emetic to effect a complete cure. 
Pardo noted improvement after the fourth treatment when the ulcera- 
tion at the groins began to heal, forming a white raised and retracted 
scar. Cicatrization then took place slowly, and after five months the 
patient was almost cured; only two areas remained active, one around 
the anus, and the other around the vaginal orifice. His patient left the 
hospital and passed from further observation. Ashford expects 12 per 
cent. of recurrences after tartar emetic cures. 

The prescriptions recommended for oral administration are: 


:. 

RK Antimony and potassium tartrate............ gr. iv 
Sodium BPicarMosiate ....c nc cc ccccccssce a e 
REND kp ating da nraacd’ane sd Raped’. Seer 3 i 
CIMOSOLOTE WALET «0 <6. . cckccecsiss ac eeen 3 i 
Ms ic nee e aaad oa asm eee G. $. ad. 5 iii 

M. Sig.: One to two drams in water three times a day. 

ra 

R Antimony and potassium tartrate........... gr. viii 
WEN Saicciaceas~ segdbaess Ueandedseasusees mx 
Glycerin ......... ae eek a aaa aie Aiea 3 iii 
Ne eee ee ae ere q. s. ad. 3 i 

M. Sig.: Fifteen minims every two days. 

Rf 

R Antimony and potassium tartrate.............. gr. i 
SOU DOERTOOMEEE oo. ok dvds cceccncacnsnccevans er. XV 
OGM SUMCWIORE 6c k cin ccceseeesic Danie noe ad gr. xX 
II SONI oa 'a.0. 5 Sich cus Botad ee edtignna Sa Stes 31 
OO ee ETE er ee RESON Perk ee 3 ii 
MIE Cis sig cecne dn tale eae Ree aa ee q. s. ad. 5 i 


M. Sig.: One dram in water, three times a day. 


Roentgen rays have been used successfully, but not universally so. 
Scraping, scarifying, cauterizing, etc., were the local measures of early 
adoption. Antiseptic lotions and washes to reduce the odor is an 
agreeable form of symptomatic treatment. Operative measures, such 
as removing the glans penis because of a stricture caused by the inva- 
sion of the process, may be necessary. Early excision of the active 
growth may be effective. Plastic surgery on cases of long standing is 
impossible. No operative procedure is feasible once the perineal space 
of the female is invaded, and the slow but sure advance makes a cloaca. 
The actual cautery has been advanced by some as being the only means 
of giving improvement. Most often a combination of all methods is 


used with varying success. 
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SOME OBSERVATIONS ON ULCERATING GRANULOMA OF THE PUDENDA 
AS SEEN ON THE ISLAND OF PORTO RICO 


A personat survey of over 12,000 men and 900 women has dis- 
closed four cases of ulcerating granuloma. No case was seen among 
the soldiers at Camp Las Cases. Two cases were diagnosed in civilian 
patients at the United States Army Base Hospital, San Juan, and two 
cases among the women inmates of the hospital jails. Extensive 
inquiry among the physicians best qualified to know has brought for- 
ward no positive statement that the disease has ever been recognized 





| 





Fig. 4 (Case 4).—A lesion about the anus, showing the raised border, the 
bright granulations, and the protruding papules. 


The indications are, however, that the disease has been seen, but was 


never properly diagnosed. It is probable, also, that many of the phy- 


sicians on the island do not know even the name of the condition. 


REPORT CF CASES 

Case 1—A negress, aged 22, a prostitute by profession, had had a lesion 
for nine years which had begun as a small ulcer on the left labium majus and 
which had extended until for tne last few months it had produced much dis- 
comfort, especially during evacuation of the bowels. 

Condition on Admission.—The disease process extended between the poste- 
rior commissure of the vulva, included the entire perineal space and circum- 
scribed the anus. Internally, it passed into the vagina for 1% inches; and to 
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the internal sphincter of the rectum. The perineal mass was infiltrated, and 
ulcerations of the mucous surface of the vagina and rectum would ultimately 
result in a cloaca. 

The individual lesions were small papillomas about the size of a pea, and 
covered with a delicate pink membrane. This membrane reformed within 


twenty-four hours if removed. The odor was offensive and insistent. 


When the patient first came under observation, she presented condylomata 
lata on the skin surface immediately outside the ulcerated area. The Wasser- 
mann reaction was ++-+-+. Intensive arsphenamin therapy, described below, 
reduced the Wassermann reaction to negative, cleared the syphilitic manifesta- 
tions, but the lesions of ulcerating granuloma remained unchanged. 


Case 2.—A man, a mulatto, aged 32, had had a lesion for about three years, 
which had begun as a small ulcer in the scrotal crural groove. It had 
extended peripherally, gave discomfort on evacuation of the bowels, and was 
offensive because of suppuration and foul odor. 

Condition on Admission—The lesions extended from the femoroscrotal 
sulcus backward in such a way as to encircle the anus; about 2 inches wide 
on each of the opposing surfaces. The process included the anal mucous 
membrane as high as the internal sphincter. The growth was covered by a 
grayish slough. Hairs pierced the lesion. In addition to the main condyloma- 
like lesion, there were individual papules and almond sized lesions in the left 
femoroscrotal sulcus, and a few lesions as high as the lower margin of the 
pubic border. The lesions extended deeply into the tissue and were raised 
above the surface. When cut for biopsy, the fresh surface seemed fibrous 
and shiny. It bled easily. Within twenty-four hours a new slough had formed 
over the cut area. The skin of the region was moist, soggy and fissured. 
The lesion in this patient differed clinically from those in the other two. 
The mass was much more homogeneous, and the small granulations were not 
so much in evidence. There appeared to be more surface destruction. Clin- 
ically, this case corresponded to those first described by Conyers and Daniels 
as “lupoid form of so-called groin ulceration.” 

Case 3A mulatto woman, aged 17, a prostitute, gave a history of an 
ulcerative process for two years which had begun as a single lesion, and had 
advanced slowly. 

Condition on Admission—The patient presented a series of lesions which 
involved the posterior fourchet, the posterior vaginal wali and the perineal 
space. The lesions were from pea to bean size, covered with a grayish film, 
of foul odor, hard and infiltrating. The invasion of the vagina had pro- 
ceeded for about 2 inches, and gave a distinctly bony hardness. The patient 
presented marked lymph stasis of the labia majora, labia minora, prepuce 
and clitoris. The glans clitoris was as large as an adult’s glans penis. The 
glands of the inguinal and femoral regions were not enlarged. When cut for 
section these lesions were found to be not so hard nor so deep as those of 
the preceding case. 

Case 4.—A discharged soldier, white, two years before had had a small, 
soft, pendulous, ulcerating papilloma on the intergluteal fold which did not 
heal. The Wassermann test was negative and local and syphilitic treatment 
were of no avail. An operation was resorted to, and the lesion was removed. 
After the operation, which had been performed under a general anesthetic, the 
patient became disoriented, mildly excitable and uncontrollable. He was 
removed to the local hospital for the insane, where he remained for eight 


months. 








GOODMAN—GRANULOMA OF PUDENDA 103 


He has been at liberty for over fifteen months, and his present mental con- 
dition is fairly good, although he is unable to work. 

Condition on Admission.—Extending from the tip of the coccyx to the 
scrotalperineal junction was a massive lesion of bright granulati *s. The 
opposing anal folds were affected and also the mucous membrane of the anus 
The border was raised, made up of closely grouped papules covered by a thin 
grayish membrane, and exuded a serous fluid. The center of the lesion was 
almost covered with bright red, moist, glistening granulations, with an occa- 
sional island of a protruding papule of a white or whitish gray color. Inter- 
nally, the process encroached on the mucous membrane of the anus. The 
glands of the groin were not enlarged. There was no lesion of any other 
part of the body. The Wassermann reaction was negative. When cut for 
biopsy and tissue smear, the lesion was found to extend deeply into the skin 
as a hard fibrous mass, which bled profusely. 


Fig. 5.—Calimatobacterium granulomatis, showing intracellular organisms. 


TREATMENT 
The first three cases were given antisyphilitic treatment until in 
Case 1 the condylomata lata disappeared and the Wassermann test 
became negative, with no change in the appearance of the lesion; and 
in Cases 2 and 3, until it was seen that the therapeutic test was nega- 
tive. We gave injections of arsenobenzol (Schamberg), neodiarsenol 
(Canada), and novarsenobenzol (Billon), with no beneficial effect. 
Mercurie salicylate in grain doses weekly, intramuscularly, was ineffec- 
tive. The soluble biniodid gave no improvement. Local applications 
of calomel were tried, both in powder and ointment form, without 
benefit. 
Case 1 improved temporarily under local applications of solutions 


of potassium permanganate, 1: 1,000. Vaginal irrigations of the same 


drug helped also, especially in reducing the odor. No advance of the 
lesion was noted during the period of observation. 
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Case 2 showed no improvement, except lessened odor after anti- 
syphilitic medication and dressings of calomel ointment. The improve- 
ment was due in all probability to enforced cleanliness, rather than to 
treatment. The patient refused injections of tartar emetic and left 
the hospital at his own request. 

Case 3 received five injections of tartar emetic intravenously, one 
dose every other day, when she complained bitterly of pain extending 
into the upper arm and chest. The dose was 5 c.c. of the 1: 100 solu- 
tion diluted to 25 c.c. and given by gravity. There was no visible 
improvement. The thermo-cautery was then used. The results after 
one week seemed marvelous. The lesion appeared shrunken, the 
edema of the labia and clitoris had decreased, the odor was diminished, 





Fig. 6.—Calimatobacterium granulomatis, showing intercellular and extra- 


cellular organisms. 


the patient was much encouraged and felt better. After the cauteriza- 
tion, local dressings were applied. The thermocautery was then used 
on the mucous surface which had not been cauterized previously. The 
indications of prompt recovery did not materialize, however, and within 
a month most of the lymph stasis had recurred. The patient was then 
removed to another institution where she is seen at intervals. The 
lesion has resumed its former appearance. In our opinion, the anti- 
mony and potassium tartrate had no part to play in the improvement 
of this patient. We are fully aware that we cannot judge the efficacy 
of this form of treatment from this case. 

Cases 1 and 3 were in far better general condition after their period 
of observation than on admission. The improved general health did 
not affect the local lesions. 
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Case 4 has just come under observation. He will receive the anti- 
mony and potassium tartrate treatment. From the former sad experi- 
ence following general anesthesia and the failure of excision of the 
early growth to prevent extension, it is thought inadvisable to subject 
this patient to further operative therapy. 


BACTERICLOGY! 


In each of the four cases, tissue smears were made. The surface of 
the lesion was well cleansed, and under a local anesthetic a portion of 
The portion cut was then trimmed 


the active margin was removed. 
This was washed in saline 


so that only deep tissue was available. 
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Fig. 7.—Histologic structure in Case 2, showing elongated papillae and 


interpapillary processes. 


solution, expressed, and the smears made. In this manner no super- 
ficial containing organisms were present to confuse us. 

In Case 1, tissue smears disclosed the spirochetal organism 
described by Wise and later named S. aboriginalis. This spiral organ- 
ism varies considerably. Some specimens have about four complete 
turns, irregular in coil, and of varying thickness. It would most likely 
be confused with S. refringens. Another spirochetal form is present 
which appears more like S. pallida. However, it has usually only four 


1. The bacteriology is being investigated by Dr. Guiliani of San Juan, Porto 
Rico, who demonstrated the Calimatobacterium granulomatis for the first time 
in Porto Rico, after the clinical diagnosis had been established. 
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or five turns, the ends are not off the longitudinal axis, and the “‘saddle” 
bump is evident in every case. We are certain that this organism is 
neither S. refringens nor S. pallida. 

Many slides were stained and a thorough search made for other 
organisms, especially the Calimatobacterium granulomatis, but the 
search was fruitless. 

In Cases 2, 3 and 4, smears made as above indicated disclosed 
examples of the body described as the Calimatobacterium granulomatis. 
The organism was found within large mononuclear cells grouped in a 
circle of eight or ten organisms. Each germ was inside its capsule 
which remained unstained. Each organism was longer than it was 








Fig. 8.—Histologic structure in Case 2, showing cellular infiltration and 


fibrous replacement in cutis. 


broad. No nucleus was distinguishable. [xtracellular bacteria were 
also seen which corresponded to the descripttions given by de Souza 
Araujo. The resemblance to a dividing bacillus or to a diplococcus 
was marked. These organisms are much smaller than the intracellular 
type. The relation of the intracellular and extracellular organisms is 
assumed to be one of adult and immature forms, but this requires 
further study. In each of the three cases, the extracellular form was 
found associated with the larger intracellular type. Occasionally, 


extracellular examples of the large organism were found also. 


The examples of Calimatobactert granulomatis found in Porto 
ry pl f Calimatobacterium granulomatis found Port 


Rico are exact duplicates of the organisms pictured in De Beaurefaire 
Arago and Vianna’s study in the Memoires de Institutte Oswaldo Cruz. 
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Cultures were made in Case 3. Tissue blocks from the interior of 
the lesion were washed in saline solution, rubbed up to form a sort of 
emulsion, and then planted on various solid and fluid mediums, includ- 
ing Sabouraud’s. The cultures were then incubated at 37 C. (98.6 F.). 
Growth was evident in twenty-four hours. Isolation of the pure cul- 
ture was difficult, but after the fourth transplant, was successful. The 
colonies were small, oval, nonliquefying on agar mediums, shiny and 
very tenacious. Smears made and stained after twenty-four hour’s 
growth disclosed organisms smaller than those usually seen within the 


mononuclear cells, but larger than the “diplococcus” form. Cultures 


are still being transplanted, and animal inoculation is contemplated. 


HISTOLOGY 
Cases 1 and 2 were studied histologically. The findings were the 
same as those transcribed from the histologic studies of Galloway. We 


have not yet determined the position which the causative organism 
maintains in the tissue. 


SUM MARY 

We have diagnosed clinically in Porto Rico, four cases of ulcerating 
granuloma of the pudenda. In three of these, the Calimatobacterium 
granulomatis has been demonstrated for the first time in the United 
States or its dependencies. In one case, the spirochetal organism 
described by Wise has been observed. We infer that there are two 
diseases bearing the same name, clinically so similar as to defy 
differentiation. 

The disease is not syphilis, although it may be associated with 
syphilitic lesions, or be present in a Wassermann positive syphilitic, 
free of syphilitic manifestations. Salvarsan and mercury are ineffec- 
tive in its treatment. Antimony and potassium tartrate was not given 
a sufficiently thorough trial to warrant any positive expression of its 
efficacy. 

The finding of only two cases among 900 prostitutes (12 per cent. 
of whom had active syphilitic manifestations), proves that the danger 
of infection at the present time in Porto Rico is slight, but should 
not be entirely disregarded. Quarantine measures should certainly be 
introduced to prevent the transfer of the infection, especially to our 
southern ports, either from Porto Rico or from South American 
countries. 

The bacteriologic, histologic and microphotographic studies were 
made in collaboration with Drs. Gutiérrez, Gonzalez Martinez and 
Guiliani at the Institute of Tropical Medicine and Hygiene of Porto 
Rico. Dr. Guiliani will report at a later date the further studies on 
the organism isolated from Case 3. 
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EROSIVE VULVITIS 


THOMAS LATANE DRISCOLL 
P. A. Surgeon (Reserve), U. S. P. H. S. 


RICH MOND, VA. 


The disease of men known as erosive and gangrenous balanitis 
has been recognized for several years. The same disease occurring 
in women as erosive and gangrenous vulvitis is not generally recog- 
nized. 

Three cases of this disease have come under my charge in the 
Department of Venereal Diseases of the United States Public Health 
Service. I have successfully isolated the etiologic organisms in each 
case. 

ETIOLOGY 

The organisms isolated in each instance were the typical spirochete 
and vibrio growing in symbiosis as described by Tunnicliffe. 

The spirochete averages from 5 to 30 microns in length, has very 
rapid motion, is gram-negative, and takes the ordinary dyes well. It 
has an especial tendency to grow in the more superficial of the diseased 
parts. 

The vibrio, or fusiform bacillus, is about 2 microns in length and 
0.8 micron in width, pointed at each end as one of its names infers. 
It grows singly or in chains, is gram-positive when carefully decolor- 
ized, and takes the ordinary anilin dyes. In my cases this organism 
seemed to penetrate the deeper tissues, and it was necessary to probe 
deeply with a capillary pipet in order to obtain a specimen for micro- 


scopic study. This would seem to be in accord with the anaerobic 


nature of the vibrio; i. e., reproduction occurs under anaerobic 
conditions. 

The predisposing causes seem especially to be filth and prostitution, 
with attending frequent copulation and exposure, and unnatural sexual 
relations. All three women were inmates of the jail in Richmond, 
and all had been convicted for prostitution. The diseased genitals 
were extremely dirty, with a large amount of discharge from the 
focus as well as from the vagina, and presented ideal conditions for 
the growth of the specific organisms. In each instance there was 
extensive ulceration of the part with a slight amount of local edema. 
Two of the cases presented an inflammatory involvement of Bartholin’s 
gland, while the third gave a history of such an involvement two years 


before. 
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SYMPTOMS 

The first case (Fig. 1), the least severe of the three, presented an 
area of ulceration extending from the clitoris posteriorly to the margin 
of the anus. On the right side it was bounded by the labium minus, 
but this structure on the left side was partly sloughed off, so that only 
the anterior portion remained, the ulceration on this side extending 
laterally on the inner side of the left great labium. This lesion was 
erosive, with the edges somewhat turned outward, standing above the 











Fig. 1 (Case 1).—Area of ulceration extending from the clitoris poste- 


riorly to the margin of the anus. 


ulcer itself and the surrounding tissues. A grayish yellow pus exuded 
from the surface of the ulcer as well as from the vagina, for the 
erosion had involved this canal for from 1 to 2 cm. inward; the pus 
was characterized by the same foul odor as that of erosive and gan- 
grenous balanitis. The lesion was dark red, and when it was covered 
with the characteristic yellow pus it appeared quite similar to the color 
noted in an ordinary varicose ulcer of the leg. The left labium 
majorum was‘ somewhat edematous and showed a very evident abscess 
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in Bartholin’s gland, for the skin covering it was tense and shining, 
and the labium greatly swollen and fluctuating. A second similar 
erosion, but only about 1 cm. in diameter, appeared on the inner 
surface of the labium at its anterior end just before it merges into 
the mons veneris; it would seem from this and from the second case 
that the organisms were auto-inoculable. 

The second case (Fig. 2), while relatively of medium severity, 
was ulcerated extensively, but the destruction had not advanced to 
such a stage as that noted in the third case. The main area extended 
from the interior margin of the symphysis pubis to the anterior margin 














Fig. 2 (Case 2).—Area of ulceration extending from the inferior margin 


of the symphysis pubis to the anterior margin of the anus. 


of the anus. Laterally, on each side the labia minora had been 
destroyed, while the posterior portion of both labia majora had 
sloughed off and the remaining anterior portion had been extensively 
undermined, so that in the standing posture these structures hung 
down slightly, giving somewhat the appearance of a scrotal sac. 
Besides undermining the labia majora, the ulcer covered the inner side 
of both labia and posteriorly passed laterally over the ischiorectal 
fossa. The clitoris was involved and had partially sloughed away, 


while the vagina was involved inward for a distance of from 1 to 3 cm., 
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as in the preceding case. The appearance of the ulcer and the char- 
acter of the pus were the same in this case as in the first, but here 
there was a bilateral involvement of Bartholin’s glands, which pre- 
sented a tendency toward suppuration also. Three smaller ulcerations 
were presented: one on the outer side of the left great labium, and the 
other two, one on each’ side just posterior and lateral to the anus, on 
the medial margins of the buttocks. 

The most severe case (Fig. 3) presented an almost complete 


destruction of the vulva. The labia and clitoris had completely 




















| 


Fig. 3 (Case 3).—Area of ulceration extending from base of clitoris ante- 


riorly to tip of coccyx posteriorly and laterally on each side as far as outer 


limits of labia majora. 


sloughed away, leaving a slit-like ulcer between the legs, with the 
vagina and anus quite similar in appearance at their outlet, presenting 
a depressed area in the slit. The ulcer itself extended from the base 
of the clitoris anteriorly, to the tip of the coceyx posteriorly, and 
laterally on each side as far as the outer limits of the labia majora, 
which had completely sloughed off except for a short distance just 
posterior to the mons, where they projected backward to about the 
anterior margin of the vestibule. Bartholin’s glands had been totally 


destroyed on both sides. This ulcer was of the same general char- 
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acter as noted in the first instance, except for its obviously more 
destructive nature; the pus had the same characteristics. 

In all three cases the inguinal lymphatic glands were involved. 
On palpation they were hard, nodular and moderately enlarged, but 
there was no suppuration. No systemic changes of pathologic sig- 
nificance could be noted. 

Locally, there were symptoms that pointed to a chronic process. 
Case 1 had existed for eight months; Case 2 was of two years’ dura- 
tion; while Case 3, the most severe, began three years before. Local 
pain and discomfort with violent itching seem to be constant factors. 
Dysuria was more or less marked. All the cases had had a foul 
smelling leukorrhea since the date of onset, and the discharge preceded 
the vulvar condition in at least one instance. 

Generally, there appeared to be a slight degree of toxemia, and 
the patients showed some degree of melancholia. 

In each of the three cases the \Wassermann reaction was negative. 
There was no response to antisyphilitic treatment, including arsphen- 
amin treatment. In each the characteristic spirochete and fusiform 
bacilli were isolated from the serum of the ulcers. 


DIAGNOSIS 

Any persistent ulceration with a negative Wassermann reaction 
and the general characteristics noted above should be regarded as 
suspicious, and some of the serum should be obtained for bacteriologic 
study. If the serum shows spirochetes and fusiform bacilli the diag- 
nosis is conclusive. The infection might, of course, be superimposed 


on other lesions of the genitals.* 
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THE SOLAR KERATOSES AND CUTANEOUS CANCER 


JAMES N. McCOY, M.D. 


VINCENNES, IND. 


Tke face, neck and hands comprise but a small portion of the 
surface of the human body, yet, according to my personal observations, 
49.6 per cent. of all cancers are cutaneous cancers of these parts. It 
may be admitted that cancer beginning at the mucocutaneous margin 
of the lip is due to a special class of causes — smoking, traumatism 
during shaving, eating, etc.; but if cancer of the lip be eliminated and 
considered as a special form of the disease, there still remains 37.7 per 
cent. situated on those regions exposed to solar light. Unna wrote of 
sailors’ cancer, which manifestly occurs in men exposed to much direct 
and reflected insolation. Hyde asserted that light is productive of 
cancer of the face and included cancer of the mucocutaneous margin of 
the lips in the general classification. I believe with Dubreuilh that 
they should be classified and studied aside from those attributable to 
solar light. 

CANCER OF THE LIP 

My own statistics, while not founded on a great number of cases, 
are based on the clinical records of cancers coming into my hands in 
private practice; and from the beginning of my work with cancer I 
have made a persistent effort to determine the etiological factors of 
each case. From a study of the clinical histories of my patients, I have 
satisfied myself that cancers of the mucocutaneous margin of the lip, 
or cancers commencing at that point, are in no way due to solar light. 
Further, the lips near the margin seem, for some reason, to be immune 
to the development of keratoses. It may be that the lips are, by reason 
of their comparatively great blood supply, more resistant. This seems 
a poor explanation. Nevertheless, I have never seen a keratosis at or 
near the lip margin. I would also note the significant fact that while 
a large percentage of cutaneous cancers of keratosic origin are of the 
basal celled type, most cancers of the lip margin are of the cuboidal 
celled type. The great majority of these patients give a history of 
trauma, herpes, eczema of the lip, etc. A study of these clinical 
records, however, shows that cutaneous cancer of covered parts is 
quite rare and, when found, is nearly always traceable to traumatism, 
while 37.7 per cent. of all cancers, both deep seated and superficial, 
have occurred on the face (exclusive of the lip margins), the hands 
and neck, parts exposed to solar light; and that they have attacked 
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persons whose vocations or habits involved insolation to a considerable 
degree. Unna, Hyde and Dubreuilh have written on this question, 
and all believe that insolation produces keratoses and that these are the 
most frequent of precancerous lesions. I am convinced that this is 
true. I do not know of any dermatologist who takes the opposing 
view. 
BASAL CELLED CANCER 

The facts which I shall report and the arguments I shall present 
are based wholly on personal observations in private practice. The 
patients involved are not overwhelming in number, but my observa- 
tions have the merit of having been made with personal care from the 
beginning of my study of cancer, in 1906, with a desire to add some- 
thing even slightly illuminating to the etiology. I have, therefore, the 
record of every case I have seen, whether treated or not. Offficial 
vital statistics are deceptive in that (in case of cancer) only the deaths 
are reported. As great progress has been made in methods of treat- 
ment, and since many cases are cured, those statistics are not of great 
value for present purposes. The basal celled cancer is the type most 
frequently supervening on a keratosis; it is of comparatively slow 
growth, does not have as great a tendency to metastasis and yields 
more readily to roentgenotherapy than does any other growth. 


KERATOSES IN THE AGED 


Dubreuilh has made a profound study of this question and has 
published his conclusions in his admirable paper “Epithelioma of 
Solar Origin,” based partly on a long experience in dermatology and 
partly on observations collected from the Faculty of Medicine of 
Bordeaux by Ferrer. His conclusions, which I believe quite logical, 
are that keratoses of the aged are caused by chronic insolation; that 
this is the required agent for their production almost regardless of 
the age of the patient; and that these keratoses certainly tend to a 
malignant transformation. He also concludes that since blond people 
react more vigorously to insolation, they are much more prone to the 
development of keratoses and consequently of cancer; that the brunet 
quickly acquires a coat of tan which increases with exposure and 
protects against dermatitis and, consequently, against formations of 
keratosic lesions, which protection is denied the blond; that the much 
talked of heredity consists merely in the heredity of a skin of non- 
resistant character, and not a heredity of cancer per se. 

It has been facetiously said that anything can be proved by statis- 
tics. This is true only if the statistics be improperly or untruthfully 
used. In the abstract, it ought to be assumed that one who has labori- 
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ously compiled a series of observations has done so in an unprejudiced 
effort to benefit mankind. If the conclusions of Dubreuilh be accepted 
as correct, as I believe them to be, much interest is added to the study 
of cancer. My own observations are confirmatory of those of 
Dubreuilh. Age is certainly contributory to the development of kera- 
toses, but is not an essential factor, for keratoses are observed in 
many people of middle age and in some of less than middle age, whose 
protected skin has the elasticity and other characteristics of youth. 


AGENCIES IN THE PRODUCTION OF SUNBURN 


There are certain agencies which contribute in a marked degree to 
the production of sunburn. Dubreuilh calls attention to the facility 
with which the reaction is produced by reflection of the light from 
water and the intense effect of that reflected light on the photographic 
plate. As he, himself, is a mountain climber, he has noted the intense 
insolation by reflection from glaciers and mountain snow fields. For 
both of these reasons he urges that insolation is caused not at all by 
the heat of the sun’s rays, but by the chemical effect of the rays, 
chiefly the violet and ultraviolet rays. I recall that many visitors at 
the St. Louis exposition were badly sunburned entirely by reflected 
light, because the walks and drives were light in color, and because 
the surfaces of the buildings were covered with white stucco. Who 
has not experienced tenderness of the face and malaise while walking 
the streets of a city for a protracted length of time on bright summer 
days? The same result may be felt during automobile trips over 
white or gray stone roads, though sheltered by the top and protected 
by the wind shield. 

During the Great War, some of the camps of the United States 
troops were situated on the peculiar white or so-called “crayfish” clay. 
I was in such a camp in the summer of 1918, and personally experi- 
enced and witnessed this sunburning by reflection from the light colored 
soil and heard of the same occurrence from another camp. 

It is not always possible to secure a history of keratoses. Usually, 
these lesions are given little or no thought by the patient, and it is 
only after a malignant transformation has begun and has frequently 
become well advanced, that the patient takes notice of it and seeks 
treatment. A study of the occupation and environment of these 


patients is, however, possible and must be of interest. It is always . 


possible to establish the age, vocation, habitat and environment of the 
patient, and it is likewise possible either to establish or to eliminate 
some of the possible causes of cancer as, for instance, a history of 
traumatism. If a man is cut by the barber’s razor he will never forget 
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it. And I have been able to establish this form of trauma as the 
exciting cause of several cases of cancer at the lip margins. The 
barbers universally shave the lower lip with an upward stroke and 
exert considerable force, resulting in frequent small wounds. In con- 
sidering occupation and consequent subjection to insolation, I find that 
93.5 per cent. of the patients were farmers or farmers’ wives, or other 
persons with known outdoor vocations. One patiént was a physician 
who had always engaged in a country practice involving a great deal 
of driving and exposure of the hands. He developed a horny kera- 
tosis on the dorsal surface of his left hand which proceeded through 
a characteristic malignant change. I find another epithelioma in the 
same situation following a typical cornu cutaneum. The patient was 
a woman of 70, who for many years previously had led a sheltered 
life in retirement, but who, until her maturity and marriage, had 
worked in the fields, and without doubt had been subjected to much 
insolation after that time, for she and her husband led a semi-pioneer 
life on a farm. 

A considerable proportion of the patients were veterans of the War 
of the Rebellion which sufficiently accounts for their insolation even 
if they had lived protected lives ever since. One was a veteran who 
had been a carpenter ever since. It must be noted that a carpenter 
in rural places, or in cities other than the largest, spends many days 
on the roofs of houses. This man’s face was almost covered with 
keratoses in all stages of development, from the brown spot to the 
piled-up friable mass, and three had transformed themselves into 
epitheliomas. 

PIGMENTATION AS A FACTOR IN KERATOSES 


Dubreuilh asserts that blond people are more prone to the develop- 
ment of solar keratoses than dark skinned people. This is strikingly 
confirmed by my observations, for I find that 62 per cent. of my 
patients were blonds, 7 per cent. were dark-skinned persons, and 31 
per cent. were chatains, or persons having dark hair but having a skin 
only slightly pigmented. This to me is not the least interesting phase 
of the question. The more I study it the more strongly I conclude that 
not only is Dubreuilh correct in his conclusions, but also that he has 
put the case too mildly. None of the dark-skinned races develop 
keratoses, though they, more than any others, are exposed to insola- 
tion. I have seen American Indians of great age with the skin of the 
face deeply furrowed and minutely wrinkled, but without the slightest 
trace of keratoses. I believe that race to be immune to keratosic 
changes. Though I have always had the American negro under obser- 
vation, I have never seen either a keratosis or a cancer of the exposed 


skin in them. 
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Aside from an admixture of blood, dark-skinned persons are rare 
among Caucasians in the United States. The color of the face cannot 
be taken as a true guide in order to determine whether the owner shall 
be called blonde, or brunet or chatain. To be a true brunet and to be 
immune to insolation changes means that there must be dark eyes, hair 
and skin. And the skin of the face is deceptive, for the real brunet 
acquires a degree of tan with his first insolation and never loses it, 
but to the contrary adds to it with each succeeding exposure. I have 
in mind a man of advanced age whose face has deepened in color until 
it is but little lighter than that of an American Indian without a sign 
of keratoses. I have recently seen a woman with a much darkened 
face which is almost covered with keratoses in various stages; there 
were also several keratoses on her hands. I was astonished because 
she also had dark eyés and hair, seeming, in fact, a true brunette; but 
when she lowered her bodice to display a Paget’s disease, I saw a 
white-skinned chest and a much freckled neck. On inquiry, I found 
that her mother had been a fair blonde; that the patient had had a fair 
skin in girlhood, and that she worked in the fields. Evidently this 
woman, despite a partial pigmentation, had inherited the non-resistant 
skin of her blonde mother and the dark eyes and hair of her father. 

The albino acquires no pigmentation under insolation, and not even 
a freckle. He is almost blinded by the sun, suffers intensely from 
dermatitis and never acquires an immunity, although he is persistent in 
his efforts to minimize his exposure. After the albino, the color of the 
blond, chatain and brunette is relative. Some blonds react strongly to 
the sun, acquiring a dermatitis which is repeated with each exposure, 
still they are never tanned. Other blonds react less viciously and 
acquire many freckles and slight partial immunity. The chatain reacts 
strongly at the beginning of each summer, but quickly acquires a tan 
and partial immunity. This tan, however, is not permanent as with 
the true brunet, but will bleach out during the succeeding winter. 
Consequently, the chatain, if exposed, is the victim of solar derma- 
titis at the beginnng of each sunny season, and this more than sufficient 
for the production of keratoses. A study of these cases with refer- 
ence to their habitat reveals a strikingly interesting fact. Dubreuilh 
very ably shows that insolation of the face with consequent degenera- 
tive changes can occur with facility by light reflected from snow, ice 
and water. Of my patients, 60 per cent. came to me from regions in 
southern Indiana and Illinois, regions with a soil of very light color 
which can and does, as I know from personal experience, act efficiently 


as a reflector of light. 
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EFFECT OF SOLAR LIGHT AND VARIOUS KINDS OF SOIL ON 
PATHOLOGICAL CHANGES 


Professor Dubreuilh, in recent correspondence, informs me that a 
very high proportion of the patients suffering from solar keratoses 
and epitheliomas entered at the Faculty of Medicine at Bordeaux came 
from a certain region in southwest France, noted for its peculiar white, 
chalky soil. In my own work, I am able to compare a white clay 
district with another of similar extent, population and vocation of the 
people, but with a soil of reddish yellow clay, and I note that the 
latter district produces comparatively few facial cancers or keratoses. 
In this comparison, I wish to emphasize that all conditions are similar ; 
both are rural districts, in which the great majority of the inhabitants 
spend their entire lives. People of the rural districts of the middle 
west have no nomadic tendencies, but as a rule live and die near 
their birthplaces. The only difference determinable by me is in the 
color of the soil. 

Analysis of another group of patients who lived in a city located 
in a region of dark loam further proves my contention, for it reveals 
the following: thirteen had been farmers and had moved to the city 
late in life; one had spent most of his life on the farm and for several 
years previous to the development of the epithelioma had been a 
mussel dredger, spending his days in a small boat where he was 
exposed to insolation in two ways. Some of these people had for- 
merly lived in a white clay region. With nearly all of the entire 
number of cases studied, it could be established that at least for a 
considerable portion of their lives they had pursued outdoor vocations 
and had been exposed to the effects of solar light for a time amply 
sufficient to produce pathological changes. 


MORE ATTENTION GIVEN TO SUNBURN AND KERATOSES 


Even in recent years the death rate from cancer of the face has 
been high. This was partly due to the contempt of the rural inhabi- 
tants for sunburn, and to their ignorance, as well as the ignorance of 
the medical profession, of its evil sequence and, in part, to vicious 
methods of treatment. To my personal knowledge many cases had no 
treatment at all, and many others were victimized by quacks. The 
death rate is still much higher than it ought to be, for the entire 
morbid ensemble is not only largely preventable, but it is also entirely 
or almost entirely remediable. 

The older inhabitant of rural America was proud of his vocation 
and environment. He was ready to display a sun-tanned face and 
calloused hands as evidence that he was a farmer. In fact, he was 
inclined to hold in contempt, dwellers of the cities by reason of their 
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white faces and well cared for hands. A famous man was once 
defeated in his race for the office of governor of Indiana because it 
was charged he wore kid gloves by an opponent whose proud boast it 
was that he wore blue jeans clothing. 

The conditions are changing, however. The younger man in rural 
life has no desire to have his visage blackened by sun and, likewise, 
he prefers to have his hands white and soft. I note that the average 
plowman now wears gloves. He no longer considers himself a yokel, 
but a man of affairs, and in this he is correct. His prospective better 
half has made great advances in refinement and education, and it 
behooves him to keep pace for the automobile has vastly increased the 
size of her world, and the young man has rivals. 

Time was, and not long ago, when the average physician of rural 
America gave no attention to keratoses. He regarded them as wholly 
incidental to senility and referred to them as “old age spots.” If con- 
sulted in regard to the keratoses he would scorn to give thought to 
anything so trivial, for he was a busy man, engaged with present 
emergencies instead of looking to the future. I have heard the advice, 
“Do not bother anything until it bothers you.” Of course, it is unneces- 
sary to argue that anything pathological is worthy of the attention of 
medicine and certainly this applies to a condition so surely remediable 
as are keratoses. The keratosis is an admitted precancerous lesion; 
therefore it should unfailingly be removed. 
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That the words should carry the exact and definite meaning 
assigned to them, would seem to be a natural requisite and necessity 
for an intelligent and productive exchange of ideas. That a clear and 
definite terminology is a sine qua non in any branch of science, seems 
also to be a truism. Medicine, as a branch of natural sciences, dealing 
with a concrete and tangible subject matter, should be capable of an 
exact and definite terminology and should be particularly insistent 
on the correct use of it. 

Of all branches of clinical medicine, dermatology, which enjoys a 
unique distinction of visualizing its subject matter and of being able 
to verify its clinical observations by the histopathologic study, would 
seem to be the one best capable to select terminology of a steady and 
definite content and to attain the complete unity between a dermatologic 
term and the clinical concept expressed by this term. Yet how often 
a medical reader is struck by a loosely constructed sentence, wrongly 
used terms and a vaguely conceived idea in dermatologic writings, par- 
ticularly in the general medical press. However, the purpose of this 
paper is to call attention, not to the casual lapses and carelessness of 
individual writers, but to the wrong designations and terms sanctioned 
by the daily use of the body of dermatologists and incorporated in the 
official dermatologic nomenclature. 


PHILOLOGIC MISNOMERS 


Let it be understood, though, that the writer does not protest here 
against purely philologic misnomers. The bulk of the original der- 
matologic names have been handed to us by Greeks and Romans. 
These names notoriously misfit their respective dermatoses and do not 
convey in the least their most striking clinical and morphologic 


characteristics. 

For instance, eczema means in Greek “boiling out,” presumably, 
referring to its exudation and weeping. Obviously, it covers only one 
clinical feature of eczema, and does not fit at all for all classes of dry 
eczemas. Psoriasis means in Greek. “itch,” another greatly misleading 
term. Itching is a casual, rather uncommon and the least characteristic 
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feature of psoriasis. Erysipelas means in Greek, “red skin,” obviously, 
a meaningless and misleading name, as it can be applied to any inflam- 
matory dermatosis. Acne means “a pointy prominence,” a vague term 
that can be applied to any papular eruption. Lichen means symbiotic 
algae and fungi —a rather mysterious and symbolic designation which 
gives no inkling as to its clinical characteristics. Sycosis, “fig like” in 
Greek, is another image symbol of doubtful success. ~ Sarcoma, in 
Greek “flesh,” is another vague term which can be applied to any raw 
looking lesion. 

These are a few of the many philologic inconsistencies in derma- 
tologic nomenclature. Glaring as they are from a philologic point of 
view, from a dermatologic point of view they are the least harmful, 
and can be left undisturbed. The mind of the modern clinician is too 
far removed from classic influences, and he is not aware of this offence 
against classical languages. The abuse of Greek terms does not inter- 
fere with his clear conception and visualization of the clinical pictures 
conveyed by these terms, and does not conflict with his reasoning and 
analysis of clinical and pathologic facts. 

The writer is willing to overlook also philologic incongruities and 
disharmonies of coupling together the Greek and Latin words, such as 
erythema multiforme, sycosis vulgaris, pityriasis versicolor, etc. 


DESCRIPTIVE MORPHOLOGIC AND PATHOLOGIC MISNOMERS 


Far more important and unjustifiable from the dermatologist’s 
point of view, are the names and designations which frankly misrepre- 
sent clinical and pathologic characteristics of the dermatoses to which 
they are attached. Many of these names are of historical interest only, 
as they represent the best dermatologic thought at the time of their 
creation. It is high time, however, to revise dermatologic nomencla- 
ture in the light of modern research. 

It is surprising how little has been attenipted by the American 
dermatologists to expurgate and modernize their nomenclature. The 
latest effort was made in 1914 by the Committee of Classification of 
the American Dermatological Association. The Committee suggested 
few changes of a purely academic character, such as: steatoma for 
atheroma, molluscum for molluscum contagiosum, favus for tinea 
favosa, trichophytosis for tinea trichophytosa and xanthelasma for 
xanthoma palpebrarum. More important and substantial suggestions 
have been brought out by the individual speakers in the following dis- 
cussion, but no systematic and comprehensive changes have been 


suggested. 
It would be of immense benefit to the dermatologist to take an 
inventory of his nomenclature, to rearrange it according to modern 
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conceptions and to do away with a lot of relics of the past which are 
unnecessary and no more serviceable. The very fact of redundancy 
and superabundance of dermatologic nomenclature so often com- 
mented on and lamented about, can be utilized for the purpose of selec- 
tion of more correct and better fitting names. The correct and rational 
selection of nosologic names is probably of greater importance in 
dermatology than in any other branch of clinical medicine, as derma- 
tologic classification is still largely based on morphologic differences. 
Dermatology more than any other branch of medicine is engaged in 
word painting of clinical pictures in its terminology, and is trying to 
embody in the names of its nosologic forms as many clinical charac- 
teristics and features as possible. 

For the same reason the correct nomenclature would also relieve 
immensely the burden of the general practitioner struggling with the 
pitfalls of dermatologic diagnosis, for he is largely, and. excusably so, 
looking for morphologic characteristics in the names of dermatoses. 

The writer wishes to submit here the most glaringly inconsistent 
and misleading aisnomers of dermatologic nomenclature and pleads 
for their revision and correction. 


ERYTHEMA GROUP 

1. Erythema induratum.—Possibly, the most glaring dermatologic 
misnomers can be found in the group of erythemata. Erythema in 
the strict and correct meaning of this word is a well defined and clear 
cut clinical and pathologic entity, and means hyperemia, active or 
passive. Hence no condition which shows clinical phenomena of 
infiltration or exudation can be termed erythema. How untenable and 
undefensible then is the term erythema induratum! It is a pathologic 
impossibility and clinical self contradiction. It is self evident that the 
pathologic equivalent of erythema hyperemia cannot produce clinically 
either infiltration or ulcerations. Erythema induratum is admittedly 
a granuloma of tuberculous nature and should be properly classed 
with the tuberculous group of dermatoses. Tuberculoderma ulcerosum 
or Bazin’s disease, as suggested by Pollitzer of the Classification Com- 
mittee, in 1914, is a perfectly rational name and deserves an unquali- 


fied approval. 

2. Erythema Nodulare—This is an equally untenable name. What 
is in common, both clinically and pathologically, between a mere 
hyperemia and inflammatory tumor-like nodules of erythema nodulare ? 
The lack of exact knowledge of erythema nodulare makes it difficult 
to select a rational name for it, but the present name is, certainly, too 
grossly misfit to be tolerated any longer. 
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3. For the same reasons the generic term erythema multiforme is 
untenable, as among numerous variations only erythematous groups 
are true erythemata. The only variations, to which a true erythema is 
subject, are being arterial or venous, acute or chronic. Evidently, 
erythema, as such, cannot change its form into a papule, nodule or 
bulla. 

4. On the same grounds the term erythema hyperemicum used by 
many textbooks, should be discarded as being misleading and tautologic 
in nature. There is no other kind of erythema but hyperemic. 

We cannot use the same word erythema, both as a pathologic term 
designating a specific and well defined condition of hyperemia and also 
as a generic name for multiform lesions of the skin. To do so means 
not only to bring an utmost confusion into dermatologic classification, 
but also to be guilty of grossest violation of the fundamental principles 
of scientific terminology. For want of a better name why not call 
erythema multiforme dermatosis multiforme? It is less specific, but it 
is also less objectionable. 

DERMATITIS GROUP 

The same error in using the name dermatitis in a double capacity, 
both as a specific pathologic term and as a generic term designating 
multiform inflammatory disorders of the skin, has led to a number of 
dermatologic misnomers. Dermatitis is a well defined clinical syn- 
drome. In spite of the strenuous efforts by some clinicians to 
separate it, as an independent clinical entity, it is synonymous and to 
all intents and purposes identical with eczema. It always signifies a 
diffuse inflammation of the skin, erythematous, papular or vesicular 
in character, with ill defined borders, desquamating or weeping and 
infiltrated in the chronic stage, itchy and without any tendency to a 
cyclic or self limited course. Any skin disorder differing widely from 
this classical syndrome should not be regarded as dermatitis. 


DERMATITIS VS. ECZEMA 

From this point of view the following names call for a revision: 

5. The name infectious eczematoid dermatitis, suggested in 1902 
by Engman for eczema associated with staphylococci, can be chal- 
lenged on two points. First, the term eczematoid dermatitis implies 
clinical or morphologic differences between eczema and dermatitis. 
Yet no tangible or demonstrable evidence, either clinical or pathological, 
has been advanced to sustain the duality of these two terms. This has 
been amply brought out in a thorough and comprehensive literary and 
pathologic study by Walter Highman in 1917. All attempts by various 
writers to force such duality has led to unnatural and conflicting 


deductions. 
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Let us consider, for instance, the differential claim that dermatitis 
is mostly of local and well ascertainable etiology, while eczema is of 
systemic and unknown origin. The very basis of this differentiation 
can hardly be sustained. The mere difference of etiology could 
warrant only a separation of idiopathic eczemas from specific eczemas 
and idiopathic dermatitides from specific dermatitides, but it does not 
justify the creation of two separate clinical entities to express merely 
the difference of etiology in otherwise identical conditions. Moreover, 
this claim admits most striking and conflicting exceptions. For 
instance, is dermatitis exfoliativa or dermatitis herpetiformis of local, 
easily ascertainable origin? On the other hand, so-called parasitic or 
trade eczemas are of local, readily ascertainable origin. The efforts 
to retain the two terms as independent entities have led to confusion 
and conflicting deductions even on the part of the most competent 
observers. Thus, discussing the relative intensity of the pathologic 
process of dermatitis and eczema in the chapter on eczema due to 
irritant plants, Pusey says: “These frequently produce a reaction so 
violent that it oversteps the bounds that we assign to eczema. Such 
cases are considered under various forms of dermatitis.” 

On the other hand, says Stelwagon: “All the agencies capable of 
bringing on by their local or weakening action erythema or dermatitis 
are also capable in such persons of provoking a veritable eczema, espe- 
cially when long continued or repeatedly acting.” 

It seems that nothing but the force of habit and mental inertia 
guides the body of dermatologists in using the terms dermatitis and 
eczema. The same writers who insist on the differentiation of these 
terms use them indiscriminately and interchangeably in some cases, 
such as seborrheic eczema and seborrheic dermatitis, or trade eczema 
and trade dermatitis. The prevailing confusion is undoubtedly due to 
the insistence of differentiation of twe identical and interchangeable 
clinical concepts. It occurs to the writer that the time honored but 
vague term eczema can be discarded and left for the laymen’s use 
only. Dermatitis, as the more rational and scientific term, should be the 
only one used by dermatologists. 


INFECTIOUS ECZEMATOID DERMATITIS VS. STREPTODERMATITIS 

The name infectious eczematoid dermatitis is open to objections 
because it emphasizes the difference between eczema and dermatitis 
which cannot be sustained. The other adjective—infectious”—can 
also be challenged as being too comprehensive and to that extent mis- 
leading. The cases described by Engman in 1902 are due tq staphy- 


lococci or possibly to mixed staphylococci and streptococci infection. 
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The cases are closely allied, if not identical, with so-called dermatitis 
repens, and are aptly termed by Sabouraud exudative streptodermatitis. 
The specific bacteriologic etiology is the most important differential 
feature of these cases. Yet the name “infectious” is general in char- 
acter and may mean any parasitic dermatitis, such as seborrheic, trycho- 
phitic, one due to scabies or to any other animal or vegetable parasite. 
Sabouraud’s appellation streptodermatitis or staphylodermatitis seems 
to be more exact and appropriate, and deserves a decided preference. 

6. In this connection it may be mentioned that the name dermatitis 
repens does not fit perfectly its clinical content. As cited above, it is 
closely allied, if not identical with the form described by Engman. 
While pathologically, it is a frankly inflammatory process, clinically it 
differs markedly from the ordinary clinical conception of dermatitis, 
as a diffuse catarrhal inflammation of the skin. Sharply defined ser- 
piginous borders, advancing vesicular edges with an undermined 
detached epidermal collarette, glazy or shiny surface of the central 
parts, oozing or dry, occasionally slightly atrophic, healing over older 
central areas of the lesion, lack of infiltration in spite of the duration 
of many years, absence of itching and a decided preference in dis- 
tribution for the extremities—all these features render it easily differ- 
entiated on clinical grounds from ordinary dermatitis or eczema. The 
adjective “repens,” meaning creeping, is also slightly misleading, as 
the extension of the lesion through an advancing edge is characteristic 
of all parasitic conditions, be it seborrhea, lupus vulgaris, tinea, etc. 
Streptodermatitis or staphylodermatitis would seem to be a rational 
substitute, both for dermatitis repens and infectious eczematoid 
dermatitis. 

7. Dermatitis papillaris capillitii clinically is anything but derma- 
titis. It is distinctly a follicular inflammatory process with secondary 
atrophy and keloidal sclerosis. The clinical and pathologic picture of 
the condition is so radically different from an ordinary dermatitis that 
it is almost difficult to account for the origin of the name dermatitis 
papillaris capillitii, which should be discarded as grossly defective and 
misleading. The names already suggested by various observers, such 
as acne keloid or folliculitis keloidalis, are much more rational and 
should be used instead. 

8. Dermatitis factitia is another unwarranted name. The clinical 
picture of it practically never bears the slightest resemblance to the 
diffuse skin catarrh of dermatitis. In fact, a diagnosis of dermatitis 
factitia is made essentially on the presence of the clinical features 
absolutely exclusive of common dermatitis, such as discrete and sharply 


defined lesions, crusted, bullous or gangrenous in character, of pecu- 
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liarly fancy or regular outline, suddenly cropping out on widely 
scattered parts of the body. A substitution of dermatosis factitia for 
dermatitis factitia would seem to be appropriate. 

9. Dermatitis herpetiformis is a name given by Duhring to his 
brilliant clinical synthetic conception of papular, vesicular and bullous 
toxic dermatoses. One would naturally hesitate challenging the name 
selected by one of the giants of dermatology. However, analyzing the 
picture of dermatitis herpetiformis, it is hard to see the justification 
for the term dermatitis. The average case of dermatitis herpetiformis 
is so utterly unlike any dermatitis or eczema that none of the numer- 
ous American textbooks finds it necessary even to differentiate it from 
any form of dermatitis. It is true, the individual lesions and patches 
are inflammatory in character, but so are individual lesions of herpes, 
lichen, psoriasis, infectious exanthemas, etc.; yet we do not call them 
dermatitis, as a whole, because the composite clinical picture and the 
clinical behavior are so widely different from the common conception 
of dermatitis. A substitution of dermatosis herpetiformis or the simple 
name of Duhring’s disease seems to be a nearer approach to the correct 
name. 

10. Dermatitis venenata and dermatitis medicamentosa, jointly con- 
sidered, call for some comment. Dermatitis venenata by itself is a 
correct term and represents a perfect type of dermatitis due to a local 
irritation. But the adjectives venenata and medicamentosa are-synon- 
ymous, if not identical, and they do not express the assumed difference 
in meaning unless by an arbitrary mental reservation. Dermatitis medi- 
camentosa expresses correctly the clinical type of lesion only in the 
erythematous group of drug rashes. But an equally large, if not a 
larger group of drug eruptions comprising bullous, carbuncular, gan- 
grenous, herpetic, keratotic,. nodular, pigmentary types, is, obviously, 
not covered by the term dermatitis. A more general and comprehen- 
sive name, dermatosis medicamentosa, seems to be more proper. 

11. Lichen scrophulosorum is one of the names that calls loudly 
for a revision. Its clinical resemblance to the lichen type is so crude 
and remote as to be totally misleading. In fact, the only feature in 
common is the papule formation. Everything else — color, distribu- 
tion, grouping, clinical course, surface and appearance of the lesions, 
subjective symptoms, etiology and pathology are entirely different. 
Since the general consensus of opinion regards lichen scrofulosorum 
as one of the tuberculids, it seems that follicular or papular tuberculid 
would be a more correct name. 

Closely allied clinically to lichen scrofulosorum are acnitis and 
folliclis, which are open to objections on similar grounds, particularly 
the first. These names were, obviously, selected because of their clinical 
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resemblance to acne and folliculitis. Speaking on general principles, . 
the selection of names on the strength of similarity of one condition to 
another is permissible and, indeed, may be indispensable, when the con- 
dition under consideration is not sufficiently undersood to name it on 
its own characteristics. Such is not the case at the present time in 
regard to acnitis and folliclis. Both conditions are known to be tuber- 
culous granulomata and by most of observers are considered to be 
mere variants of the same process. The name of papulonecrotic tuber- 
culid would seem to be perfectly fitting and rational. 

13. The same reasoning will hold good for acne varioloformis, pro- 
vided it will prove to be a tuberculid. However, until Sabouraud’s 
claim that it is due to staphylococcic infection on a seborrheic base will 
be refuted, the revision will be held in abeyance. 

14. Acne rosacea is not an entirely satisfactory name and can be 
improved by dropping the appellation acne, which has already been 
done by several writers. It is true that acne and diffuse seborrhea are 
commonly associated with rosacea, as a secondary phenomenon, but 
the primary and essential pathologic process of rosacea — the loss of 
the vasomotor tonus, permanent congestive hyperemia and telangiec- 
tases — is of entirely different nature than that of acne or seborrhea. 
From a broader biologic point of view acne vulgaris and rosacea are 
quite opposite-to each other in character. Acne vulgaris is mostly 
found in adolescents, and is the expression of physiologic exuberance 
and functional glandular hyperactivity. Rosacea affects mainly people 
after 30 or 40, is a degenerative phenomenon and the expression of 
premature debility or senility of the skin. From this point of view 
the name acne rosacea is rather misleading and self contradictory. 
While the elements of acne and seborrhea must be recognized as a 
component part of the clinical picture of rosacea, they should not be 
overemphasized to the extent of incorporating them into the names. 
The plain name of rosacea is to be preferred. 

15. One of the most striking illustrations of the callousness and 
indifference of dermatologists, as a body, to various monstrosities of 
dermatologic nomenclature is the retention and use by every textbook 
of the terms sycosis vulgaris and sycosis parasitica, in spite of the 
universal recognition of the gross imperfection and misleading nature 
of these terms. The conditions are both parasitic ; one is due to staphy- 
lococci, the other to the trichophyton fungus. Why not use already 
available rational names — sycosis staphylogenes or coccogenes and 
sycosis trichophyton or hyphogenes ? 

16. Closely related to this is the time-honored name, ringworm. 
Who can deny the misleading and ensnaring influence of this name 
on the general practitioner who persistently refuses to diagnose a skin 
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lesion as ringworm unless it looks like a ring? Yet in the total num- 
ber of clinical forms of tinea due to the trichophyton and microsporon 
audouini fungus, ringlike lesions probably constitute the minority. A 
diagnosis of the average case of tinea is made clinically on sharply 
defined borders, superficial character of the lesions and the mode of 
development rather than on the annular form. Tinea trichophyton 
should be the name used, and ringworm should be reserved for the 
layman’s use only. 

17. In the name tinea versicolor the designation versicolor is rather 
inexact and misleading. An average case of tinea versicolor does not 
present any diversity of color, as the adjective implies. On the con- 
trary, it has rather a homogeneous and uniform color of a fawnish 
yellow brown tinge, closely simulating chloasma. Tinea furfuracea 
microsporina would be a more rational name, even though it is less 
euphoneous. By the way, it may be remarked here that euphoneous- 
ness and other esthetic requirements can hardly be considered in the 
selection of a dermatologic name, and if they are, they may be con- 
sidered only after all other requirements have been fully met. 

In concluding the list of the most glaring misnomers we may say 
that the so often commented on confusing name of tubercular syphilo- 
derma should be permanently abolished in favor of the English adjec- 
tive already in use, nodular syphiloderma. . 

The above list of misnomers and suggested corrections is offered 
here without any claims of being final or comprehensive, merely to 
stimulate a discussion and to hasten the revision of dermatologic 
nomenclature which has already been unduly delayed. 
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Obituary 


HENRY WEIGHTMAN STELWAGON, M.D., 1853-1919 


Henry Weightman Stelwagon, the son of Joseph and Margaretta 
(Duckett) Stelwagon, was born in Philadelphia, Dec. 3, 1853. He 
received his early education in the public schools of his native city and 
in the Salem Academy of New Jersey; later he entered Andalusia 
College, an institution near Philadelphia, from which he was graduated 
in 1872 with the degree of B.S. He immediately began the study of 
medicine in the medical college of the University of Pennsylvania 
from which he received the degrees of Ph.D. and M.D. in 1875. 
Following his graduation from the medical school he served a term 
as resident physician in the Philadelphia General Hospital, better 
known to Philadelphians and former interns as “Blockley.” On the 
completion of his term of service he went abroad to study his chosen 
specialty in the great clinics of Vienna and Berlin; in the former he 
was a pupil of Hebra, who was soon to finish his epoch-making career, 
and of Kaposi, then at the summit of his fame. After two years of 
study and observation under these great masters he returned to Phila- 
delphia to begin a career which was to bring him so much distinction 
as a writer, teacher and practitioner in the field of cutaneous medicine. 
Shortly after his return from Europe he was appointed physician in 
charge of the service for skin diseases in the Northern Dispensary of 
Philadelphia, an institution with which he continued to be connected 
either actively or as consultant until his death. A little later he was 
placed in charge of the Philadelphia Dispensary for Skin Diseases, a 
position which he held for ten years. In 1885 he became instructor in 
dermatology in his alma mater, and chief of the Dispensary for Skin 
Diseases of the Hospital of the University of Pennsylvania, positions 
in which he continued for five years. During this period he did most 
of the teaching in dermatology in the medical school of the university, 
owing to the absence of Professor Duhring, whose health at this time 


and for some years after was capricious and uncertain. In 1888 he 
was elected clinical professor of dermatology in the Woman’s Medical 
College of Pennsylvania, a position which he held for nine years, 
resigning in 1907. In the same year he became dermatologist to the 
Philadelphia General Hospital, and on his resignation in 1915 he was 
appointed consulting dermatologist to the staff. In 1890 he resigned 
his instructorship in the Medical School of the University of Pennsyl- 
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vania and very shortly after was elected professor of dermatology in 
the Jefferson Medical College of Philadelphia, a position which he 
filled for many years with much distinction to himself and the school. 
Unable to continue longer with his teaching because of failing health 
he resigned this professorship in June, 1918. 


Throughout his professional career he was a frequent and valued 


contributor to dermatologic literature. In collaboration with Professor 
Duhring he prepared a chapter on diseases of the skin for “Pepper’s 
System of Medicine”; he was a contributor to Wilson’s “Applied 
Therapeutics,” to Keating’s “Cyclopaedia of Diseases of Children,” to 
Morrow’s “System of Dermatology,” to Hare’s “System of Thera- 
peutics,” to Buck’s “Handbook of the Medical Sciences” and to 
Sajou’s “Annual and Cyclopaedia of Practical Medicine.” In 1890 he 
published his “Essentials of Diseases of the Skin,” a small book 
intended especially for the use of students, which went through a 
number of editions. In 1898 he translated and edited Mracek’s “Atlas 
of Skin Diseases,” adding thereto a number of new portraits and some 
text, increasing its usefulness thereby. His magnum opus, however, 
was his treatise on “Diseases of the Skin” which first appeared in 1901, 
and which has gone through eight editions. This work immediately 
took high rank among the formal treatises on dermatology, a rank 
which it still holds. In a review of the eighth edition, a well-known 
English dermatologist said: “Stelwagon’s book is probably the most 
comprehensive account of diseases of the skin in the English language 
by a single author, and Dermatology is to be congratulated on its 
possession and the author on its production.” 

He was a member of the Philadelphia County Medical Society, of 
the Pennsylvania State Medical Society, of the American Medical 
Association, being Chairman of the Section of Cutaneous Medicine 
and Surgery in 1901, of the American Dermatological Association, of 
which he was the President in 1900, and a Fellow of the College of 
Physicians of Philadelphia. In recognition of the distinguished posi- 
tion which he had attained in dermatology, a number of foreign der- 
matological societies had conferred honorary membership on him. 
He was an honorary member of the Society of. Dermatology and 
Syphilology of Italy, associate member of the Society of Dermatology 
and Syphilography of France, of the Vienna Dermatological Society 
and of the Berlin Dermatological Society. 

For two or three years before his death he had had repeated attacks 
of angina pectoris, and it was this malady which eventually caused his 
death. In the late afternoon of Oct. 18, 1919, after the close of office 
hours, he was found dead, seated in his office chair. He had finished 
the fight, he had kept the faith. 








ai 














se tip ll tll iain 





OBITUARY—HENRY WEIGHTMAN STELWAGON 193 


Dr. Stelwagon had a most agreeable personality; he was indeed a 
gentleman. In the many years of the writer’s intimate association 
with him he never heard him say an unkind word to or about any one. 
He was of that steadily disappearing type of physician to whom the 
practice of medicine was a profession and not a business—he did not 
practice with Bradstreet and Dunn at his elbow. Those who knew 
him best loved him most, and his friends and the profession of medi- 
cine have suffered a great and irreparable loss in his too early death. 


M. B. H. 














Correspondence 


“THE TYRANNY OF THE WASSERMANN TEST”: A 
BENEVOLENT DESPOTISM * 


To the Editor: —The torch-bearers of enlightenment, who condemned 
Copernicus, probably retired from judgment chamber to refectory with a satis- 
fied inner glow at their well administered coup de grace. In passing we may 
muse on how Copernicus still lives, while his calumniators are forgotten, for 
the outstanding truth persists that the earth swings about the sun precisely 
as the martyred scientist intimated. The drama just sketched has been 
repeatedly enacted on the stage of human philosophy, and will, without doubt, 
continue to be with varying settings, so long as conclusions arise on feeble 
foundations. 

Within the past few years it has become increasingly popular to anathema- 
tize the Wassermann test. The paper to which this article is a reply is a fair 
example of how this sport is conducted. It levels no new shaft, but since 
the field for this particular display of archery is THe JouRNAL oF CUTANEOUS 
Diseases, the attack possesses a certain extrinsic force. For this reason alone, 
it is deemed necessary to counter, and may it here be stated that, though the 
protagonist believes that a scientific battle may be sharp, his weapons are not 
maliciously personal. If at times the argument should seem to be ad hominem, 
it is in spite of a desire to play cricket and because, in order to bring out 
definite points, it is necessary to select a specific article for analysis. 

It is not intended to dedicate a panegyric to the Wassermann test, but to 
oppose the doctrine that it is tyrannous. Any tyranny connected with it is 
rather a reflection of that greater tyranny inherent in the limitations of human 
reasoning. Dr. Lisser postulates eight conclusions. The first, second and 
fifth are palpable. The other five are not, and’ it is purposed to illustrate 
what different inferences might have been drawn by the author of the paper 
under discussion from his own data. To simplify the structure of the present 
paper, the debatable conclusions will be employed as captions. 

“The negative Wassermann means exactly nothing. (a) It does not prove 
the absence of syphilis, because negative tests occur in cases urgently requiring 
treatment. (b) Therefore it cannot denote a cure in treated cases.” 

As a matter of fact, the negative Wassermann test means a great deal. It 
means precisely one of three things: (1) that the patient is cured; (2) that 
the case is latent; (3) that because of some peculiarity in the infectious- 
protective mechanism, the test fails to be positive. It is infinitely simpler to 
assume that the test is worthless than to try to discover the explanations of its 
being negative in a given instance. So comfortable an assumption exemplifies 
the tyranny of human inertia. 

The negative Wassermann test indicates that the patient is cured when, 
after adequate treatment and for a prolonged period—say for two years— 
it has remained negative. A serologic cure obviously is not to be assumed if, 
under the conditions just laid down, there is clinical activity. In other words, 

*Lisser, H.: The Tyranny of the Wassermann Test, J. Cutan. Dis. 37:754 
(Nov.) 1919. 
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the trite fact is here reiterated that the Wassermann reaction is precisely 
one symptom of syphilis and nothing else, and its presence or absence has the 
same practical value’ as the presence or absence of any other one symptom 
of the disease. Suppose a patient presented himself with a gumma of the 
forearm which vanished under treatment, and a gumma of the hard palate 
appeared later. No one would state such an absurdity as “A healed gumma 
of the forearm means exactly nothing: (a) It does not prove the absence of 
syphilis, because healed gummas occur in cases urgently requiring treatment; 
(b) therefore, it cannot denote a cure in treated cases.” And yet this exactly 
parallels Dr. Lisser’s third conclusion, and a gumma and a serologic test have 
the same practical, if not biologic, significance. But, if the patient’s gumma 
had been cured, and he never showed any other evidence of syphilis, includ- 
ing a negative Wassermann test, the disappearance of the gumma would indi- 
cate a cure. Does not the fading of the secondary eruption indicate a ten- 
dency to cure? Does not the disappearance of any single symptom or sign of 
the disease indicate such a tendency? It does. Then why does not a nega- 
tive Wassermann test have the same significance, provided all controlling 
factors support the belief? 

The negative Wassermann test may simply indicate latency. Is this aston- 
ishing? We are all sufficiently familiar with the fact that syphilis vacillates 
between periods of activity and quiescence. We see these remissions with 
and without treatment. The history of the ordinary gumma dramatically may 
prove this. Why then may not the negative Wassermann test prove latency? 
Why, indeed, may not all the symptoms of the disease, including the ‘Wasser- 
mann test, vanish during latency? As a matter of fact, they do; and it is for 
this reason that no one regards a case as cured, except after critical and pro- 
longed observation. 

Lisser continues, in his third conclusion, “Therefore, it cannot denote a 
cure in treated cases.” Had Lisser said, “Therefore, it may not denote a cure,” 
there could have been no ground for debate. As a matter of fact, it may and 
can denote a cure. Prolonged observation—clinical and serologic—supplies the 
acid test. The entire literature on reinfection abundantly proves that it not 
only may, but can and often does, denote a cure. Admittedly, often, a nega- 
tive Wassermann test is found in active syphilis. This is so in the early 
primary stage, at times in the tertiary stage, and particularly often in neuro- 
syphilis. In the last group of diseases, the spinal fluid will usually supply 
the blood deficiency. Often, too, the test is absent in malignant syphilis. This 
furnishes some idea of what was meant when the writer stated that a nega- 
tive Wassermann test in active syphilis might indicate a peculiarity in the 
infectious-protective mechanism. The test, as all other symptoms and signs 
of the disease, is related to the swerving balance between the protective agen- 
cies of the host and the aggressive agencies of the parasite. In cases of 
frank syphilis urgently requiring treatment, with a negative test, the lacking 
sign may be of first-rate significance as to the host’s inadequate powers of 
resistance. Would the negative test in such instances mean “exactly nothing?” 
Actually, it would appear to mean a great deal. 

Dr. Lisser italicizes “If one patient having a negative test nevertheless 
requires active treatment, how can it follow that another one be cured because 


his test is negative?” It is long since any one has so contended. Dr. Lisser 
is tilting at windmills, and perhaps some Dulcinea is applauding. But he 
distorts the facts, which are that in certain groups of cases properly con- 
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trolled, the negative test does denote a cure; in others, equally well con- 
trolled, it denotes latency; in still others, it denotes neither, but a probable 
failure in the protective mechanism of the host. In short, the negative test 
never denotes “nothing,” but always indicates a problem to be solved, and no 
mean problem that dare be dismissed by an indolent negation. 

Nor is it true that any syphilographer worthy of the name is ready “to 
build systems of treatment on the negative test.” He is willing to construct 
such systems on the vanishing of signs of syphilitic activity, and the nega- 
tive test properly construed and interpreted is amorig these signs. As will be 
shown, it is a mighty subtle and valuable one. 

“A positive Wassermann reaction means syphilis, but not necessarily active 
syphilis.” 

It is impossible to agree with this in any respect. In the first place, the 
Wassermann test may be positive in nonsyphilitic diseases, notably yaws and 
nodular lepra. Let us ignore this, however, for these conditions are easily 
excluded. But the positive reaction in syphilis definitely means active syphilis. 
If, as Lisser correctly states, the phenomenon is a resistance reaction, it fol- 
lows that there must be something to resist, a concept which, regarded either 
way, postulates activity. Thus Lisser is “hoist by his own petard.” It is not 
the reaction that is to be overcome, but its exciting agents—in other words, 
the parasite to which it denotes resistance. It is easy to agree with Lisser 
and Wile that the attempt to convert positive into negative Wassermann tests 
is “chasing a shadow,” provided the test is worshiped as a totem-pole Dis- 
regarding such scientific paganism (an example of the tyranny of idolatry) 
it is not the shadow we should pursue, but the substance of which this shadow 
is a distinct hint. The Wassermann test is the resistance shadow of the active 
process which is the resisted substance. If the substance is destroyed, the 
shadow will automatically disappear. Let the proper quarry then be pursued! 

If the test may prove negative in active syphilis, and if Warthin’s obser- 
vations, which are convincing beyond peradventure, hold, it is extremely doubt- 
ful whether syphilis can be pathologically actually cured. In view of this, 
by what oblique mental process can it be concluded that a positive reaction 
may be present in the cured individual? A reductio ad absurdum may be 
permitted. The Wassermann reaction is a resistance phenomenon. Thus there 
is something to resist. If this something were eliminated, the reaction would 
automatically disappear, but in spite of all therapeutic effects, this cannot 
invariably be consummated. It may possibly be wiser not to overcome the test, 
since there is nothing to overcome anyway, even though it does indicate 
resistance to a cause no longer extant. This vers libre is precisely what is 
embraced in the concept of a resistance reaction to a provocation that has 
ceased to be. 

Dr. Lisser’s subterfuge that a positive test does not necessarily indicate 
active syphilis is remarkable. It may tax his ingenuity to illustrate the 
meaning of resistance to inaction. What is the nature of a resistance reaction 
to an inactive pathologic process? If the positive test indicates syphilis at all, 
it must, by Lisser’s own conception, mean active syphilis and no arbitrary 
subtleties can cloud the fact. ‘é 

“Treatment should be entirely independent of the Wassermann reaction 
because negative Wassermann reactions sometimes occur prematurely during 
treatment, while positive Wassermann reactions frequently persist long after 


clinical cure.” 
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Discussion of this statement will depend on definitions of concepts and 
assumptions, before the conclusion itself may be approached. Precisely what 
is meant by the Wassermann test becoming “prematurely negative” is mysteri- 
ous. If it is negative it means that, for the time being, perhaps even perma- 
nently, it is negative, because latency or cure has been effected, either in the 
natural course of the disease or therapeutically. It is safer to assume that 
very early in the disease the negative test indicates inactivity rather than cure, 
and to continue treatment. In an instance of this sort the inactivity may be 
practically interpreted as an encouraging tendency on the patient’s part to 
withstand his infection. Perhaps Lisser has seen cases in which the test 
has become inactive, other objective evidences of the disease persisting, even 
under therapy.. This would be strictly premature. But who would have the 
test performed under these hypothetical circumstances? Certainly no astute 
syphilographer. Thus, this hypothesis may be dismissed. And what is meant 
by “the positive Wassermann test being present long after a clinical cure”? 
What is a clinical cure? It is an illusory disappearance of signs detectable 
by the physician’s senses. What physician would assert that this means any- 
thing? Lisser is assuming more than the combined experiences of tie world’s 
physicians would warrant, if he recognizes a cure simply because he can detect 
nothing by the crude methods of physical diagnosis. It is just here that a posi- 
tive test is a control of unparalleled value. 

Therefore, it is contended that the treatment should not be independent of 
the test, but in a large measure guided by it. For, as the test fades, a power 
becomes evident in the patient to respond to therapy, and if it persists, such 
power exists either not at all, or only in a restricted degree. In a clinician’s 
judgment the test may be disregarded, but it may not be ignored, and the writer 
makes bold to assert that if he had syphilis he would continue to be treated 
as long as he exhibited a Wassermann reaction. He would “chase the shadow” 
until he got the substance. An extensive experience with syphilitics leads 
the writer to assert that patients are not depressed by a positive reaction, and 
a similar experience with human nature justifies the view that a patient would 
be depressed by a sense of neglect on the part of the physician. Just what 
constitutes an “excess of treatment” is not quite clear, but granting that there 
may be such a thing, it would be a safer risk than under-treatment, even if 
the only guide were a persistent Wassermann reaction. If it is not excessive 
to treat early syphilis with a negative test for three or four years, at what 
point does the treatment become extravagant in a patient with an occult syph- 
ilis and a positive test? Perhaps Lisser will be able to specify this point. 
If treatment should be entirely independent of the test, and if, as a diag- 
nostic sign it is totally unreliable—a conclusion inherent in Lisser’s point of 
view—why does not Lisser say that the procedure is worthless? Why does 
he not discard the test entirely? It is for the reason that he does not think it 
is worthless, as he indicates, and that he would not dare to try to dispense 
with it. 

“Once the diagnosis of syphilis is positively established, the fewer Wasser- 
mann tests done the better, both for the peace of mind of the patient and the 
physician.” 

This statement needs a certain amount of deciphering. The phrase “When 
the diagnosis of syphilis is positively established” leaves the mind uncertain as 
to whether Lisser includes the test among his diagnostic factors. If he does 
not so include the test, many of his diagnoses must be open to criticism, or 
we more modest syphilographers are franker in confessing our clinical limita- 
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tions. If he is willing to make his diagnosis without recourse to serologic 
aid, his opinion as to what is and what is not syphilis would be so unsubstantial 
as to throw out the value of his views with regard to the consistencies and 
inconsistencies of the test. If he admits the value of the test up to the moment 
that a diagnosis is “positively established,” at what moment thereafter does 
the test lose its diagnostic worth? 

If Lisser can indicate no such period, precisely what number of tests should 
be done? In other words, what is the significance of the phrase “the fewer 
Wassermann tests done the better”? What, indeed, is the reasonable minimum 
—one test a month, one a year, one a decade? In what relation to symptoms 
or to treatment? Precisely how is the peace of mind of the patient subserved 
by this vague—‘“the fewer the better”? Will the patient be satisfied with 
the physician’s admonition to go along happily because his medical advisor 
intuitively senses a cure? As a matter of fact, it is better for a patient to 
realize the unpleasant certainty of a positive test than to be in suspense. A 
tyro in psychology would understand the greater repose inherent even in bad 
news that is positive, than in the alleged tranquility of unsupported optimism. 

The peace of mind of the physician might be enhanced by ignoring the 
test, for a subtle source of disquietude would be removed. This lulling security 
would have the philosophic value accruing to the ostrich who buries his head, 
and by blotting out the world to his vision concludes that the world has 
ceased to be. When this species of defense fails the ostrich, he resorts to his 
next great weapon —speed a-foot. By courting “peace of mind” the physi- 
cian would either evade or escape his problem, according to the expediency 
of shutting it out or fleeing from it. But the fact remains that the Wasser- 
mann test exists, and is to be regarded in syphilis as of the same first-rate 
importance as any other sign of the disease. Would Lisser disregard a recur- 
rent gumma “both for the peace of mind of the patient and the physician”? 

This concludes the analysis of Lisser’s summing up. Lest it be thought 
that the present paper is too blind an endorsement of the Wassermann test, 
the writer will add a few remarks indicating what appear to him to be its 
liabilities and assets. The liabilities are numerous. Some are avoidable, others 
not. The avoidable ones are due to carelessness, or improper training on the 
part of the serologist. If the warnings and strictures of such writers as 
Kolmer and Ottenberg were heeded, purely technical faults would be largely 
overcome. 

The unavoidable sources of error are more numerous and subtle. Impurities 
in the glassware, time and method of incubation, nature of antigen, dilution 
of complement, are factors indicating elusive phases of the technic that have 
been pointed out in the works of the two serologists already mentioned. Nor 
is the test in a restricted sense specific, for it is not spirochetes that are 
employed as antigen. Thus, the phenomenon must be defined as a nonspecific 
complement fixation test usually indicating active syphilis, provided certain 
other diseases have been ruled out. It is understood that it may normally 
be negative in the early initial period, and during any period of latency 
throughout the disease. With these exceptions, a positive test indicates active 
syphilis, and a negative test, cured or latent syphilis. It must further be 
reemphasized that it may be negative in malignant syphilis, neurosyphilis and 
at times in tertiary syphilis. 

In these apparent contradictions lie the limitations of the procedure. In 
active syphilis there may be no evidence of the disease, except the positive 
test. The physician is thus confronted with the task of determining the 
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seat of the malady. If a careful physical examination reveals no changes in 
the heart, vessels, kidneys, liver, alimentary tract, bones, or nervous system, 
it is difficult to translate the evident facts of an active process into terms of 
diagnosis, prognosis and treatment. Conservatism requires, however, that 
treatment be given indefinitely to forestall future injury to the patient. The 
object is not the paltry endeavor to render the test negative, purely a pursuit 
of shadows, but to prevent greater inroads on the host by the parasite. 

The negative test indicates, as repeatedly stated, cure, latency, a stage of 
the malady too early for serologic recognition, or a total absence of the dis- 
ease. Which of these obtains in a given case is again a problem involving 
nice discrimination. A cure may be assumed if the test is negative, and if 
other objective evidence of the disease is wanting after adequate treatment 
over a number of years, and after prolonged subsequent observation and con- 
trol without treatment. Latency may be assumed if the test is negative early 
in the disease, and here, regardless of the negative test, treatment should be 
continued. There can be no confusion caused by a negative test in the primary 
stage, for the dark field comes to the rescue. Absence of syphilis may be 
assumed if the test is negative, and if there are neither history, symptoms, 
nor signs of the disease. Deficiency in immunization explains the negative test 
in malignant and tertiary syphilis. 

What has so greatly obscured the issue has been a wide tendency to make 
synonyms of the Wassermann test and syphilis. The reaction is actually but 
one sign of the disease, and the numerous attributes of the Wassermann test 
are subject to the same influences and have the same diagnostic and therapeutic 
value as any other single, objective feature of the malady. If this were only 
understood, many of the apparent inconsistencies of the reaction would be 
eliminated. Finally, then, it may be permitted to paraphrase Lisser’s con- 
clusions as follows: 

1. A positive Wassermann test is undoubted evidence of active syphilis, yaws 
and nodular lepra having been excluded. 

2. Since it constitutes such evidence, it is a subtler sign of the disease 
than the ordinary objective phenomenon. Not all lesions, however, associated 
with the positive test are syphilitic. Thus, a syphilitic with gastric carcinoma, 
corns, acute lobar pneumonia, beriberi, cerebrospinal meningitis, scabies, lupus 
vulgaris or any of the acute exanthemata, et cetera, would give a positive 
reaction, but these conditions would not be syphilitic. Mastering such facts, 
and not railing at them, is the test of a true syphilographer. 

3. The negative test means: (a) absence of the disease, (b) latency, (c) 
recovery, (d) a period too early in the initial stage for the formation of anti- 
bodies, (e) deficiency in immunization. It is for the syphilographer to make a 
proper interpretation. 

4. It is a resistance reaction; hence, it indicates active syphilis. 

5. Regardless of a negative or positive reaction, a patient should be treated 
adequately for syphilis, according to the state of the disease and the age of 
the patient. The younger the patient, the longer should the treatment be con- 
tinued, because of the greater number of years ahead of him in which the 
sequelae of the disease may develop. This is a fine phase of syphilography too 
little understood. 

6. Treatment should be guided by the Wassermann reaction, but should not 
be prejudicially influenced by optimism at its too early conversion to a nega- 
tive reaction. There is no clinical cure without a serologic cure, for the test 


is one of the important signs of the disease. 
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7. When the diagnosis of syphilis has been established, enough Wassermann 
tests should be performed to serve as an aid to the physician in his man- 
agement and views of the case. This will subserve his conscientious efforts, 
and he will not be misled into a sense of false security by evading an unpleas- 
antly subtle reminder of his therapeutic limitations. 

8. The Wassermann test should be employed as an adjuvant to clinical 
judgment, which is synonymous with common sense. 

9. Thus viewed, the Wassermann test will be divested of its fancied tyranny 
and become a docile servitor of the syphilologist. 

Watter JAMEs HiGHMAN, M.D., New York. 





“URTICARIA PROBABLY DUE TO SYPHILIS” 

To the Editor:—I have read with interest Dr. Lester Hollander’s article 
on “Urticaria Probably Due to Syphilis,” which appeared in the January num- 
ber of the Arcnives. The author says that “in the present literature no 
pruriginous lesions have as yet been attributed to syphilis.” I would refer him 
to two valuable contributions by Hazen, one published in The Journal of the 
American Medical Association 67:1650, 1916; the other in The American Jour- 
nal of Syphilis 1:750, 1917. Reference to the complication may also be found 
in Hazen: Syphilis, The C. V. Mosby Co., St. Louis, 1919, p. 155. In a series 
of 100 cases, Hazen found the Wassermann reaction positive in 33 per cent., 
and in every instance antisyphilitic treatment was followed by the disappearance 
of the urticaria. During the past two years, I have made it a point to subject 
every case of persistent urticaria to a serum test, and while I have no available 
statistics, it is extraordinary how many of these patients suffer from syphilis. 


RicuHarp L. Sutton. 
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THE TREATMENT OF LUPUS VULGARIS. Rosert W. McKenna, 
Lancet 2:917 (Nov.) 1919. 


Successful treatment, McKenna believes, depends on knowing what cases 
to treat. An isolated quiescent patch of lupus which has existed for years 
without tendency to spread should not be attacked. A patch of lupus in active 
evolution should receive treatment, as active treatment may stimulate the 
morbid process. Application of lead and spirit lotion, or a varnish of ichthyol 
and water in equal parts, or starch and boric poultices frequently changed, 
often cause active manifestations to subside. Quiescent lupus may be dealt 
with by (1) excision, (2) chemical agents, (3) curetting and _ scarification, 
(4) refrigeration, (5) electrotherapeutics, (6) treatment by ionization, (7) 
electrocautery, (8) tuberculin and (9) arsphenamin. 

(1) Excision is the method of choice in dealing with an isolated patch of 
lupus, not too extensive to allow excision without undue disfigurement. The 
author employed this method in treating a girl, aged 5, with a patch of lupus 
the size of a sixpence on the right cheek over the inferior maxilla. When he 
saw the patient, seventeen and one-half years later, she was a robust young 
woman, and the scar was almost invisible. 

(2) Local application of caustic agents in some cases give excellent results. 
Of these agents the author believes pyrogallic acid is the best, applied in the 
form of a 5 to 10 per cent. ointment, i. e., 24 to 48 grains to the ounce. A 
base of equal parts of lanolin and petrolatum supplies a sufficiently adhesive 
unguent. The ointment should be spread on lint, using a weaker strength for 
children. In a few days the acid begins to break down the lupus patch and 
an ulcerating surface appears. The dressing should be changed night and 
morning and continued as long as the patient can tolerate it. In case of 
severe pain the application should be discontinued and the ulcer dressed with 
starch and boric poultices. When the epithelium has been restored over the 
tuberculous tissue, pyrogallic acid should again be applied and the patch 
again broken down. When this process has been repeated several times, a 
large portion of lupus tissue will have been destroyed. J olated nodules 
remaining may be destroyed by boring into them the solid 1 trate of silver 
stick. Arsenic and salicylic acid may also be used in this methc«! of treatment. 

(3) Results of curetting are much improved if linear scari‘ication also is 
used. This should be done with a scarifier; the author prefers one with six 
very sharp blades. The operation is begun on healthy skin, just outside the 
lupus patch. Tuberculous tissue is then scarified first in one direction and 
then in another, crossing and recrossing until the whole is reduced to a pulp. 
The first series of cuts should be vertical, the next horizontal, the next 
diagonal from left to right and the next diagonal from right to left. The 
process should be repeated several times. Bleeding may be controlled by 
pressure. After scarification is completed the part is dressed with 2 grains 
ichthyol, 1 ounce petrolatum or a dressing of unguentum glycerini plumbi 


subacetatis may be applied. The process should be repeated thoroughly every 


fourteen days. It gives rapid and excellent results. 
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(4) Lupus may also be refrigerated with carbon dioxid snow. Firm pres- 
sure for from one and one-half to two minutes with a molded piece of 
carbon dioxid snow a little larger than the patch to be treated causes a deep 
slough. If after the wound has healed an infiltrated mass remains, the process 
may be repeated. If only nodules are left they may be destroyed individually, 
with a solid silver nitrate stick or by ionization with zinc. This method is 
especially effective in a lesion on the cheek, when the lesion is single and not 
too extensive and when it is hypertrophic in type. Caution should be observed 
in using this method in the elderly and the undernourished. 

(5) Use of the roentgen ray in the treatment of lupus should be limited 
to ulcerated cases or the chronically thickened cases to produce thinning of 
the patch. Indiscriminate use often causes epithelioma. The author rarely 
applies the roentgen ray except through a layer of boiler felt, allowing only 
the harder rays to penetrate to the corium in which the tuberculous disease 
lies. He prefers to give a third of a pastille dose through felt, fortnightly, 
and rarely administers more than two full pastille doses. Safer and equally 
effective methods have been devised so that the roentgen ray should be used 
with great discrimination. Ultra-violet rays are safer. The most useful 
method of applying these is with the mercury-vapor lamp devised by Kromayer, 
and the best results are obtained, according to the author, by somewhat dif- 
fuse radiation of the affected part. He covers the adjacent skin with lead- 
foil leaving a border of sound skin about one-quarter inch uncovered around 
the lupus patch, exposing the diseased and sound skin to the rays of the 
lamp—which are 3 inches from the part treated—usually for ten minutes in 
adults and about seven in children. The results are excellent. Recently the 
author has used an electric lamp with electrodes of pure tungsten, applying 
the rays in the same manner as those of the mercury-vapor lamp. A larger 
surface may be treated by placing the lamp at such a distance from the part 
to be treated that the entire surface is irradiated. Satisfactory results have 
been obtained. 

(6) lonization with zinc salts is most effective in the destruction of scattered 
nodules of lupus tissue. Success depends on technic. The author rubs the 
lupus patch with a pledget of absorbent cotton soaked in liquor potassi 
hydroxidi (liquor potassae), denuding the nodules of their epithelial cover- 
ing, which allows the ions to enter readily the moist, broken surface. The 
alkali is then removed by wiping the part with a little distilled water. Two 
thicknesses of lint soaked in 2 per cent. zinc chlorid solution or in a 10 per 
cent. solution of zinc sulphate is laid over the patch and an electrode of pure 
metallic zinc attached to the positive pole of the battery is applied with firm 
pressure. The indifferent electrode is applied to any convenient part of the 
body. A current of 2 or 3 milliamperes per square centimeter of area treated 
is applied for ten, fifteen or twenty minutes, according to the extent of the 
disease and tolerance of the patient. The treatment leaves the nodules dry 
and glazed surrounded by a whitish collar of coagulated albumin. A dressing 
of detergent lotion or a simple ointment may then be used. Reaction sub- 
sides in a week and the treatment may be repeated at two week intervals. The 
nodules disappear rapidly. This method is particularly useful in removing 
nodules left after roentgen ray or mercury-vapor lamp treatment. It may also 
be used in any form of lupus vulgaris, and in ulcerating lupus it may be used 
alternately with roentgen rays. It is also effective in treating lupus of the 


mucous membrane of the nose. 
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(7) McKenna believes that the best method for treating lupus of the mucous 
membranes of the nose or mouth is by cauterization with the electrocautery. 
The cautery point is applied to the center of the affected part, the switch 
in the cautery handle is closed and the part cauterized. The aim is to char 
slowly and not to burn quickly. The most effective method is to make a 
series of punctures all over the effected mucosa at short distances from each 
other. There should be no bleeding. As the tubercle bacillus gains access 
to the skin of the face through the nose, tuberculous conditions in the mucous 
membrane must be eradicated before the face can be completely cured. 

(8) In the author’s experience tuberculin has been unsatisfactory, improve- 
ment being only temporary. 

(9) McKenna has not tried the arsphenamin treatment, but says as observed 
in treatment by others, the benefit seems to have been transient. 

In choosing a method for treating lupus two things should be kept in mind: 
(1) the complete eradication of the disease, and (2) avoidance of undue 
scarring. Good results are most often secured by a judicious blending of 
varying application or procedures. M. P 


SYPHILIS WITHOUT PRIMARY LESION. A. Norpmann, Cor.-Bl. f. 
schweiz. Aerzte 49:1640 (Oct. 23) 1919. 


A case is reported by Nordmann in which it was difficult to state posi- 
tively whether it was one of syphilis par conception or syphilis d’emblée. A 
man, aged 25 years, with family and personal history negative for syphilis, 
June, 1910, suddenly developed what appeared to be a soft chancre, but which 
proved to be a mixed chancre. The ulcer was treated with pure phenol and 
antiseptic powders, but it failed to heal, and its edges became indurated and 
infiltrated. After seven weeks, when the ulcer had healed by cicatrization, 
there appeared a diffuse, maculo-papulo-squamous exanthem, with the char- 
acteristics of a secondary syphilis eruption, accompanied by enlargement of 
the lymph nodes but without involvement of the mucous membranes. The 
patient was treated by injections of mercury salicylate and arsphenamin, in 
the usual doses and according to accepted methods, from August, 1910, to 
September, 1911, with a favorable result. All the symptoms of syphilis dis- 
appeared and there were no untoward complications or untoward effects from 
the medication employed. The Wassermann reaction was positive at the com- 
mencement of the treatment on four different occasions. October, 1910, the 
reaction was feebly positive; April, 1911, and September, 1911, it was abso- 
lutely negative. It still was negative in January, 1912. 

There seemed to be no reason why the patient should subject himself to 
further treatment as he felt entirely well. Contrary to the advice of his 
physician, he married, two and one-half years after the first appearance of his 
infection. Both he and his wife, a young woman, aged 21 years, remained 
well. She became pregnant, and in due time gave birth to a healthy, well 
developed boy. The placenta appeared to be normal in every respect. The 
mother nursed the baby for six weeks; then artificial feeding with cow’s milk 
was resorted to. The baby thrived and was well. A Wassermann test of the 
baby was not permitted. The genitalia of the mother were examined from 
time to time, but nothing suspicious was found. Suddenly, in January, 1917, 
she developed a maculopapular exanthem on the entire body surface, the diag- 
nosis of which was not in doubt for a moment because of its characteristic 
appearance of secondary syphilis. No other symptoms could be found. The 
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blood Wassermann was positive. The eruption rapidly disappeared under 
specific treatment. The husband’s blood Wassermann was negative. Neither 
the father, mother or baby has had any other illness up to the present time. 

In discussing the case, Nordmann expresses the opinion that the probability 
of direct infection of the wife by the husband is out of question. Is it pos- 
sible that this might be a case of syphilis par-conception, the mother having 
become infected by the child in utero and that the infection had remained latent 
until five years after the birth of the child? It must be borne in mind, how- 
ever, that the child had remained well, not manifesting any symptoms of 
syphilis; nevertheless, it is well known that hereditary syphilis often does not 
manifest itself until later in the life of the child, and cases have been recorded 
in which the child was not syphilitic in spite of the fact that both the father 
and the mother were syphilitic. On the other hand, Nordmann says, this might 
have been a case of syphilis par conception tardive and syphilis héréditaire 
tardive. The most weighty argument against such an idea is the fact that 
the manifestations of this form of syphilis are tertiary and not secondary; 
hence, in the absence of primary and secondary symptoms, it is termed terti- 
arisme d’emblée. Of course, syphilis secondaire tardive is a definite entity, 
but syphilis secondaire tardive par conception has not as yet been observed. 
Further, if this was a case of syphilis d’emblée it was a spurious (spuria) and 
not a true case. Verchére believed that the infection in such cases occurred 
through or was carried into the uterus by the spermatozoa but without preg- 
nancy being present. He termed this condition syphilis par impregnation. 
in Nordmann’s case, however, the husband was free from symptoms and his 
Wassermann reaction was negative during his wife’s illness. 

In support of the theory of Verchére it might be said that the syphilis 
virus has a special affinity for the testicular tissues and that it could remain 
active for a long time. A more definite knowledge of spermatic infection 
probably would clear up many of these mooted points. Finally, the question 
of extramarital infection had to be considered and evidence to support this 
supposition was at hand, but, according to Colle’s law, the mothers of syphi- 
litic children are immune to a new infection. The case, on the whole, fur- 
nishes ground for much speculation as to its probable nature, and the fact 
that the mother instituted court proceedings against the father served to com- 
plicate matters still more. She was convinced that she had contracted the 
disease from her husband; she claimed that she had been injured by his 
failure to confide in her before marriage as to his condition; therefore she 
felt that she was entitled to a divorce and heavy damages. The husband’s 
claim that it was a case of extramarital infection, and that the existence of 
such a relationship on the part of the wife had prompted her to ask for the 
divorce. And the husband’s blood gave a negative Wassermann reaction 
seven and one-half years after the original infection! The legal aspects of the 
case and the basis of the charges as affected by the findings in the case are 


F.C. Z. 


discussed at length. 


HUMAN VERSUS GUINEA-PIG COMPLEMENT IN THE SERUM 
DIAGNOSIS OF SYPHILIS WITH SPECIAL REFERENCE TO 
METHODS EMPLOYING HUMAN COMPLEMENT. J. A. Komen, 
A. M. Frick, Am. J. Syphilis 3:513 (Oct.) 1919. 


The author classifies the various tests using human complement, according 
to the principles involved, and conducts his study for the following purposes: 
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1. To compare human with guinea-pig complement in the serum diagnosis 
of syphilis from the standpoints of general adaptability, specificity and delicacy 
and disregarding for the present the question of economy, convenience and 
simplicity of technic. 

2. To study the advantages and disadvantages inherent in the test employing 
human complement. 

The authors’ summary follows: 

1. Tests for the serum diagnosis of syphilis employing human complement 
have been divided into three classes: (a) those employing the complement of 
each serum with immune antihuman or antisheep hemolysins; (b) those using 
the serum of a nonsyphilitic person for complement as a substitute for guinea- 
pig complement, and (e) those utilizing the complement and certain natural 
hemolysins in each serum. 

2. Studies with tests representing these three classes have shown that at 
least from 2 to 10 per cent. of human serums do not contain sufficient com- 
plement, natural hemolysin or both for the conduct of these special tests. 

3. Comparative studies employing tests representing these three classes and 
the Wassermann test, showed that the results agreed with from 86 to 92 per 
cent. of serums, the same antigen being employed in all tests. 

4. The special tests employing human complement yielded a higher per- 
centage of positive reactions than the Wassermann test; the majority of these 
results were correct and indicative of superior delicacy. 

5. Tests utilizing the complement of each serum are capable of yielding 
falsely positive reactions with the serums of nonsyphilitic persons, and par- 
ticularly with crude alcoholic extracts of tissues for antigen. Extracts of 
acetone insoluble lipoids were found best for tests of this character. 

6. Tests utilizing the complement of each serum are likewise capable of 
yielding falsely negative results with the serums of syphilitic persons giving 
positive Wassermann reactions, which is ascribed to the lack of fixability by 
the complements of these particular serums. 

7. Antigens used in these special tests should be titrated with human instead 
of guinea-pig complement. 

8. Human complement is not as satisfactory as guinea-pig complement for 
the conduct of tests employing heated serum and spinal fluid. 

9. The advantages of tests employing human complement are : 1. The 
tests are more delicate. 2. Guinea-pigs are not required. 3. Sheep are not 
required if an antihuman system is employed. The disadvantages are: 
1. Falsely positive reactions may occur. 2. Falsely negative reactions may 
occur. 3. The serums must be fresh. 4. The tests are unsatisfactory with 
heated serums and spinal fluid. 5. Complement, natural hemolysin or both 
may be absent from the serums. 6. Isoagglutinins may interfere in tests 
employing an antihuman hemolytic system. 

10. Of the special tests placed in the first class, that of Thompson, and of 
those placed in the third class, that of Bartlett and O’Shansky, proved most 
reliable. 

11. Because of the disadvantages inherent in those tests employing human 
complement in a standardized Wassermann test human complement cannot be 
utilized; on the other hand, a standardized test must aspire to the delicacy 
of these special tests in order to prove as sensitive as is possible with specificity. 

ToMLINsON, Omaha. 
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SEMEIOLOGIC VALUE OF BUCCAL LEUKOPLAKIA. P. Fernet, Bull. 
med., Paris 33:632 (Oct. 25) 1919. 


The assumption that every persistent white patch on the buccal mucosa 
is a leukoplakia of syphilitic origin, likely to degenerate into cancer, leads to 
many errors, Fernet finds. That syphilis should be considered and excluded, 
he admits, but every leukoplakia is not syphilitic. There are other affections 
of the buccal mucosa that present much the same appearance as a leukoplakia. 
A superficial examination will sometimes result in diagnosing as buccal leuko- 
plakia erosive or papulo-erosive syphilids, which usually develop more rapidly 
than a leukoplakia and have a yellowish tinge. Even aphthae are sometimes 
misleading. A leukoplakia may be confused with exfoliative glossitis and the 
affection described by Brocq as superficial glossostomatitis, which is accom- 
panied by persistent desquamation of the lips and is characterized by an 
opalescent appearance of the mucosa. Also the pale, desquamative condition 
of the mucosa seen occasionally in certain forms of pruritus and the licheni- 
fication of the mucosa described by Brocq may lead one astray. The fore- 
going conditions are easily recognizable, but the diagnosis becomes more 
difficult in syphilitic lingual sclerosis. Leukoplakia is a lingual sclerosis, but 
it is superficial, cutaneous sclerosis. The tongue is not swollen and deeply 
indurated as in the genuine lingual sclerosis. Sometimes, however, the two 
conditions are combined (the syphiloleukokeratosic glossitis of Fournier). The 
form of leukoplakia characterized by a thick coat, exfoliations, papillary hyper- 
trophies, and especially by fissurés and slight ulcerations is the kind that is 
likely to develop into an epithelioma. In the beginning the epithelioma may 
appear like a hard and circumscribed cherry pit, adjacent to the leukoplakia, 
but more often it starts from a papillomatous papule with an induratetd base. 
In the presence of lesions that lead one to suspect the existence of an epi- 
thelioma, a bioptic and histologic examination should be promptly made. If 
cancer is diagnosed, surgical extirpation should be carried out. 


H. R. W. 


THE AVOIDANCE OF UNTOWARD RESULTS FOLLOWING ARS- 
PHENAMIN ADMINISTRATION. Cart Stern, Deutsch. med. Wchnschr. 
45:1127 (Oct. 9) 1919. 


This article contains nothing new. The author finds the usual complica- 
tions and makes some of the usual recommendations for avoiding them. 
SENEAR, Chicago. 


COMPLEMENT FIXATION TEST IN SYPHILIS. C. H. Brownine and 
E. L. Kennaway, Brit. J. Dermat. & Syph. 31:123 (July-Sept.) 1919. 


Browning and Kennaway discuss the need of the complement fixation 
test in syphilis—a disease often free from diagnostic clinical manifestations. 
They regard the Wassermann reaction as having steadily acquired a repu- 
tation as the most constant and reliable manifestation of syphilis, but the 
method of the test and the significance of the results derived from it having 
been the subject of adverse criticism, they offer an examination of the sub- 


ject from these standpoints. 

In considering the method, they emphasize the necessity of intimate and 
intelligent collaboration on the part of clinical and laboratory workers, in 
order that ignorance of the fallacies of this test may not lead to blind reliance 
on incorrect results, or ignorance of the inherent limitations to an unreason- 
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ing prejudice against it. The significance of “borderline” reactions, the varia- 
tion in activity of different complements and antigens, and the lack of a 
standard method of performing the test are discussed. 

In considering the diagnostic value of the test they offer statistics to show 
its reliability when performed by experienced workers. They state that, when 
the reaction is used for diagnosis, it is better to err on the side of a smaller 
yield of positives, but that the reverse is true when employing it as a thera- 
peutic guide. They also advocate the practice of making a routine Wasser- 
mann test in every patient regardless of the condition for which he seeks 


treatment. a. 
SENEAR, Chicago. 

THE PRESERVATION OF COMPLEMENT SERUM. Joun A. Kormer, 

Torrsu MatsuNAMI, Mary E. Trist, Am. J. Syphilis 3:513 (Oct.) 1919. 


Preserved guinea-pig and human complements were tested fresh and at 
varying intervals for the following values: (1) Hemolytic activity in an 
antisheep system; (2) fixability in mixtures of syphilitic serums and various 
organ extracts (antigens); (3) susceptibility to nonspecific fixation by serum 
and organ extracts alone. In the majority of the tests mixed complements 
of six or more persons or two or more guinea-pigs were used. All preserved 
complements were kept at a temperature of from 4 to 9 C. Other elements 
of the hemolytic system were standardized. 

The authors’ conclusions follow: 

1. Since a mixture of complements should be used in conducting Wasser- 
mann tests owing to variation in fixability of individual complements, a method 
for preserving complement constitutes a procedure of convenience and economic 
importance. 

2. In judging the merits of preserved complement at least three values should 
be determined, namely, hemolytic zctivity, fixability by mixtures of syphilitic 
serum and extract and susceptibilitty to nonspecific fixation or the anticom- 
plementary influences of serum and extract. 

3. Changes in fixability and particularly increased hypersensitiveness to 
nonspecific fixation are probably more important criteria than changes in 
hemolytic activity. 

4. Preserved human complement develops hypersensitiveness to nonspecific 
fixation more rapidly than guinea-pig complement. 

5. The temperature at which complement serums are kept exerts a marked 
influence; preserved complements should be kept as near the freezing point 
as possible and not above 4 C. 

6. Of the sixteen methods studied in this investigation preservation with 
sodium chlorid at a low temperature yielded the best results. 

ToMLinson, Omaha. 


EARLY DIAGNOSIS OF CANCER OF THE TONGUE. Marcetr FEeErranp, 
Bull. med. Paris 33:629 (Oct. 25) 1919. 


Early diagnosis of cancer of the tongue, Ferrand states, presupposes a 
knowledge of its onset. The cancer must be recognized not only when it 
appears as a primary lesion on an apparently normal mucosa, but also when 
it is implanted secondarily in a preexisting lesion (e. g., a leukoplakia or 
a sclerogummatous glossitis). In the case of a suspicious lesion, a diagnosis 
should be made before it takes on the undoubted aspects of a neoplasm. The 
anamnesis must be scrutinized. The conditions under which the lesion appeared 
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must be weighed, and its previous duration is significant. A careful analysis 
of the objective symptoms will, of course, be made. By these means a high 
degree of probability may be reached, but a sure and rapid diagnosis is best 
secured, Ferrand thinks, by a bioptic, histologic examination. However, if 
the case is complicated by syphilis, atypical tuberculosis, or various tumors, 
the histologic examination may not result in a certain diagnosis. In such 
cases other means of investigation must be resorted to. The histologic test 
will at least decide whether an epithelioma is present, which will aid in 
outlining treatment. Cancer of the tongue is usually a spinocellular epi- 
thelioma, in which case surgical intervention is alone justiciable. Basocellular 
lingual cancers, occurring occasionally, may be treated by cauterization, radium 
or roentgen rays. If papillary epitheliomas are not recognized when they first 
spread over the surface, during which period surgical intervention is relatively 
simple and usually permanently effective, the deeper tissues and the lymphatic 
ducts may soon be invaded, which will necessitate an extensive operation, the 
outcome of which is at least problematic. H. R. W. 


A RESUME OF SOME EXPERIMENTAL STUDIES ON CUTANEOUS 
HYPERSENSITIVENESS. E. C. FLersconer, K. F. Meyer, E. B. 
Suaw, Am. J. Dis. Child. 18:577 (Dec.) 1919. 


Fleischner, Meyer and Shaw review some of the work done in the study of 
cutaneous hypersensitiveness, and relate further experiments which they have 
carried out. They apparently establish the fact that in guinea-pigs cutaneous 
hypersensitiveness is always a sign of infection and never a sign of immunity. 
They also show that in no other way than by the introduction of bacilli and 
the consequent production of foci has anybody thus far succeeded in sensitiz- 
ing a guinea-pig’s skin. The mere injection of protein, soluble or insoluble, 
will not produce skin sensitiveness, but will render the animal anaphylactically 
sensitive. 

Among other conclusions are given the facts that hypersensitiveness in 
guinea-pigs inoculated with certain bacilli is only positive in the presence of 
infection, that after intravenous injections of living typhoid bacilli, temporary 
cutaneous hypersensitiveness can be produced frequently, that guinea-pigs show- 
ing a high grade of acquired immunity to an organism will never give specific 
positive cutaneous hypersensitiveness, and that bacterial proteins which sen- 
sitize a guinea-pig in an anaphylactic sense will not sensitize its skin. 

SENEAR, Chicago. 


SYPHILIS AMONG THE INSANE WITH SPECIAL REFERENCE TO 
THE HECHT-WEINBERG-GRADWOHL TEST. Tuomas B. CuristTIAn, 
p. 613. 

A PRELIMINARY REPORT ON SYPHILITIC AND ARSENICAL 
JAUNDICE. G. O. Scott, Am. J. Syphilis 3:628 (Oct.) 1919. 


This article contains a discussion of the pathologic changes in the liver 
when that organ is involved in early syphilis, concluded by the author as 
follows: 

1. Jaundice occurring during early syphilis is of two types: 

(a) Syphilitic, in which the jaundice may appear before treatment or may 
be provoked by the Herxheimer reaction, appearing within the first three weeks 
after the first injection of the arsenical preparation. Pathologically this con- 
dition is a diffuse degeneration of the liver cells produced by the toxic action 
of the Spirocheta pallida. 
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(b) Combined syphilitic and arsenical, appearing after the fourth injection 
of the drug. The pathology of this condition is the same as that of the pre- 
ceding group. The causative factor is primarily a syphilitic degeneration of 
the cells on which is superimposed the toxic effect of the arsenic. 

2. Jaundice due to the combined action of syphilis and arsenic is not an 
obstructive jaundice, but is characterized by a diffuse degeneration of the 
liver cells. 

3. Every case of syphilis, whatever the stage, should be carefully examined 
for any previous or present condition that would produce a damaged liver, 
and such cases should be treated with the greatest care in order to prevent 
the occurrence of jaundice. 

4. Every case of syphilis under treatment should be carefully observed for 
any reaction following each injection of the arsenical compound. The taste or 
the smell of the drug during or after the injection is an important sign of 
early intolerance. 

ToMLINsoN, Omaha. 
VACCINE THERAPY IN DISEASES OF THE SKIN. J. H. Sequeira 
and G. T. Western, Brit. J. Dermat. & Syph. 31:83 (April-June) 1919. 


Sequeira and Western state that in active immunization the lesion should be 
accessible to the body fluids, and to any immunizing substance circulating in 
these fluids. A carbuncle or deeply seated furuncle is in such a position, 
but an acne lesion, being anatomically outside the body, is inaccessible to 
immunizing substances. They then enumerate their experiences with vaccine 
in different conditions. In staphylococcal infection the most striking suc- 
cesses have been attained in the treatment of deep seated furuncle and 
carbuncle, while in folliculitis and sycosis the authors have been less fortunate. 
Erysipelas has often responded strikingly, as have certain mixed infections. 
Lupus vulgaris of a dry type has not been successfully treated by vaccine, 
but ulcerative lupus and scrofuloderma have proved much more amenable, 
while tuberculids have not reacted satisfactorily. Gonorrheal keratodermia 
has shown remarkable improvement under vaccinations. In acne vulgaris, in 
which condition vaccines are perhaps most widely used, good results are not 
often obtained, and the same is true in acne rosacea. 

SENEAR, Chicago. 


EARLY NEUROSYPHILIS ASYMPTOMATICA WITH REPORT OF 
OBSERVATIONS AND CASES. _ JosepH Victor KLauper, Am. J. 
Syphilis 3:559 (Oct.) 1919. 


The author concludes from his investigations that the nervous system is 
involved in all cases of syphilis during the stage of spirochetemia, but does 
not react in all cases. This has been proved by the finding of the parasite in 
the spinal fluid of cases which show no other abnormality. The clinical cases 
of neurosyphilis, together with a review of the literature and case histories, 
are given. 

Neurorecidives and the Herxheimer reaction are explained, the former 
being considered an expression of the latter. A Herxheimer reaction is con- 
sidered prognostically bad and should be avoided. 

The harmfulness of insufficient and exclusive use of arsphenamin is 
pointed out. 

Ten per cent. of cases show conspicuous fluid changes. This corresponds 


with the number developing neurosyphilis. oa 
TOMLINSON, Omaha. 
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CONGENITAL SYPHILIS IN ORTHOPEDIC CLINICS. Percy Witrarp 
Rosperts, Am. J. Syphilis 3:587 (Oct.) 1919. 


Attention is called to the lack of recognition of the prevalence of inherited 
syphilis and its potency in producing disabilities. 

A series of 226 cases is reported, all of which presented some evidence of 
inherited taint, A study of the series demonstrates that chronic articular 
lesions due to either syphilis or tuberculosis present the same clinical picture. 

A therapeutic test is the most reliable proof of the nature of the trouble. 


ToMLINSON, Omaha. 


LUPUS ERYTHEMATOSUS: A SIMPLE METHOD OF TREATMENT. 
WituraAM D. D. SMatt, Brit. J. Dermat. & Syph. 31:136 (July-Sept.) 1919. 


Small describes an interesting method of treatment for lupus erythematosus, 
which has long been in use in the Edinburgh Dispensary for Diseases of the 
Skin: After washing with ether, the part to be treated is allowed to dry. 
A mixture of liquid phenol (carbolic acid), one part and acid lactic fortior, 
four parts is then vigorously rubbed over it by means of a glass rod, the rub- 
bing being continued until practically dry. 

A slight inflammatory reaction usually follows immediately, and in a few 
days desquamation takes place, leaving a pinkish, relatively healthy area. 
Further applications may be made when exfoliation is completed and the inflam- 
matory reaction has subsided, but an interval of at least a week should elapse. 
Too frequent applications may lead to ulceration. The method is best suited 
for chronic, rather superficial cases, but it may also be used in cases where 
induration is more extensive, and in acute cases after calamine lotion has been 
used for a week or two to reduce the inflammation. 

Small claims for the method several advantages—ease of application, rela- 
tive painlessness, and highly satisfactory results. 

SENEAR, Chicago. 


THE INCIDENCE OF SYPHILIS AS MANIFESTED BY ROUTINE 
WASSERMANN REACTION ON 2,925 HOSPITAL AND _ DIS- 
PENSARY MEDICAL CASES. Antuony B, Day, Witta McNirtr, 
Am. J. Syphilis 3:595 (Oct.) 1919. 


The report is based on 2,925 Wassermann reactions done according to 
routine on all medical cases admitted to Barnes Hospital and medical clinics 
of Washington University dispensary during the year 1918. 

The patients were divided into four groups: 1. Private pavilion patients— 
the well-to-do class. 2. Pay ward patients—the middle class. 3. Free ward 
patients—the lower (white) class. 4. Colored patients. 

An abstract of the authors’ conclusions follows: 

The evidence of syphilis as shown by the Wassermann reactions was twice 
as high in group 2 as in group 1, three times as high in group 3 as in group 1 
and six times as high in group 4 as in group 1. Fifteen per cent. of cases with 
positive Wassermann reactions gave no clinical evidence of the disease. 

ToMLinson, Omaha. 


ON PAGET’S DISEASE OF “HE NIPPLE. W. Sampson Hann ey, 
Brit. J. Surg. 7: (Oct.) 1919. 


Handley states that in 1904 he had concluded that in Paget’s disease of the 
nipple the cutaneous changes were due to lymphatic obstruction of cancer cells, 
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i. e., that carcinoma of the breast preceded the surface change, instead of 
occurring as a result of carcinomatous degeneration of the epidermis. Study 
of several cases since that time has only served to convince him that his 
earlier theory was correct. A number of excellent microphotographs are 
offered in support of his contention. He conceded that it is possible that the 
same cutaneous change in the nipple might be consecutive to inflammatory 
changes rather than to carcinoma, but that this form of chronic inflammation 
is a very dangerous condition which almost invariably leads to carcinoma. He 
concludes that early and complete removal of the breast is therefore demanded 
whatever the view adopted as to the order in time of the eczema and the 
carcinoma. 
SENEAR, Chicago. 
THE INTENSIVE TREATMENT OF WOMEN WITH NEODIAR- 

SENOL. . Herman GoopMan, Am. J. Syphilis 3:661 (Oct.) 1919. 

The records of the Wassermann test in forty-three women before and after 
a course of intensive treatment with neodiarsenol showed the following results 
of treatment: 

Forty-four per cent. of the tests were reduced to negative; 44 per cent. 
were not reduced at all; 12 per cent. were slightly reduced. 

The treatment consisted in giving 180 cg. of the drug in a forty-eight 
hour period. This was divided into three doses: the first dose consisted of 
45 cg.; the second dose of 60 cg., and the third dose of 75 cg. 

ToMLINsSON, Omaha. 


ON THE PRESENT POSITION OF CURATIVE VACCINATION. 
H. G. Apamson, Brit. J. Dermat. & Syph. 31:75 (April-June) 1919. 


Adamson recalls Wright’s early claims for vaccines as a method of cure 
by stimulating the body to produce protective substances, and states that 
Wright has apparently modified his earlier opinion, as he recently stated that 
the prophylactic employment of vaccines is the best method of using them. 

Adamson feels that prophylactic vaccination has long been firmly estab- 
lished, but that the efficacy of vaccinations as a curative agent is still open 
to doubt. His experience in the vaccine treatment of sycosis, acne, and other 
chronic staphylococcal infections has been distinctly disappointing, but in 
recent cases of furunculosis results have been much more encouraging. 


SENEAR, Chicago. 


THE TREATMENT OF LATE SYPHILIS. H. H. Hazen, Am. J. Syphilis 
3:665 (Oct.) 1919. 


Our limitations in fundamental knowledge are responsible for the numerous 
different plans of treatment followed by different workers. 

Hazen believes that arsphenamin given at 72 hour intervals eliminates the 
danger of late reactions. Two courses of treatment, each consisting of four 
injections of arsphenamin and a month of mercury injections will usually 
accomplish the desired results. = 

TomMLinson, Omaha. 
VACCINE THERAPY IN DISEASES OF THE SKIN. ArtHur WuitFieLp, 
Brit. J. Dermat. & Syph. 31:79 (April-June) 1919. 


Whitfield states that some cases treated with vaccines have been very favor- 
ably influenced, while many have shown no such influence. He cites some 
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pitfalls which may be encountered through overenthusiasm, ignorance or care- 
lessness, and then discusses some rules for guidance in the less obvious cases. 

In impetigo resistant to the usual simple means of treatment, he feels that 
inoculation has been of value. In furunculosis, a condition apparently chronic, 
but really due to repeated acute lesions, good results are obtained with vac- 
cine if one takes care to remove other concomitant causes. He has had 
satisfactory results in generalized cases in particular, but regards the majority 
of cases of furunculosis as suitable for vaccine treatment. 


SENEAR, Chicago. 


FOUR FATALITIES FOLLOWING SALVARSAN. WynopuHam B. BLANTON, 
Am. J. Syphilis 3:648 (Oct.) 1919. 


The four fatalities here described came under the group of reactions which 
appear from twenty-four hours to three days following the administration of 
arsphenamin and which are probably due to impurities in the drug. The case 
histories and necropsy findings are given. 

ToMLINsON, Omaha. 


ACUTE STRIAE ATROPHICAE FOLLOWING INFLUENZAL PNEU- 
MONIA. E. A. Cockayne, Brit. J. Dermat. & Syph. 31:93 (April- 
June) 1919. 


Cockayne reports three cases in which striae atrophicae developed follow- 
ing influenzal pneumonia, none of the patients exhibiting undue fat or having 
edema during their illness. The thoracic or lumbar regions were the sites 
involved. He also cites a number of other reported cases in which striae 
atrophicae developed without stretching of the skin, and thinks that the 
development is due to (1) inherent weakness of the elastic fibers, (2) a toxin 
which still further weakens them, and (3) traction on the skin causing actual 
rupture. 


A CASE OF PAPULO NECROTIC TUBERCULID. Capt. J. F. Smita, 
Brit. J. Dermat. & Syph. 31:97 (April-June) 1919. 


Smith reports an extensive case showing two types of lesions, one con- 
forming to the type of acne varioloformis, the other to lichen scrofulosorum. 


SENEAR, Chicago. 


DELAYING THE EARLY DIAGNOSIS OF SYPHILIS (CHANCRE): 
THE DANGERS AND HOW TO AVOID THEM. Witttam Asramo- 
witz, Am. J. Syphilis 3:607 (Oct.) 1919. 


The author calls attention to the importance of early diagnosis; commends 
the reliability of the dark field apparatus in the diagnosis of primary lesions ; 
and points to the gravity of delayed diagnosis or the use of strong applica- 
tions to a suspicious sore. 

ToMLtnson, Omaha. 


THE CEREBROSPINAL FLUID IN SYPHILIS. Cuartes F. Wuite 
and Hucu Barser, Brit. J. Dermat. & Syph. 31:5 (Jan.-March) 1919. 


White and Barber have examined the spinal fluid in 324 cases of syphilis, 


and dividing the cases into groups according to the stage of the disease, 
have tabulated their results. The frequency of pathologic findings in the 
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spinal fluid of cases of secondary syphilis which relapsed after treatment 
with arsphenamin is suggestive, and they feel that in such elapsed cases the 
nervous system is liable to be affected. 

SENEAR, Chicago. 


TREATMENT OF SYPHILIS OF THE CENTRAL NERVOUS SYSTEM. 
S. T. Nicnotson, Am. J. Syphilis 3:669 (Oct.) 1919. 


Intraspinal treatment is considered essential by the author if we are to 
handle properly syphilis of the nervous system. 
ToMLinson, Omaha. 


VITILIGO AND ITS RELATION TO SYPHILIS, ACQUIRED OR 
HEREDITARY. W. H. Brown, Dr. Dujarpin, Dr. Von Haecke, Brit. 
J. Dermat. & Syph. 31:1 (Jan.-March) 1919. 


Brown, Dujardin and von Haecke report the results in some fifty cases of 
vitiligo examined for syphilis, and conclude on what seems inconclusive evi- 
dence that: 

If vitiligo develops in adult life, it generally coexists with syphilis, usually 
of a mild meningeal type. 

If the vitiligo develops in infancy, it coexists frequently with symptoms 
which can be attributed to a benign form of hereditary syphilis, where classical 
signs are rare. 

Though it is impossible to conclude with certainty that the relation between 
syphilis and vitiligo is one of cause and effect, a deeper study of cases will, 
they believe, substantiate this hypothesis. 


NOTES ON A CASE OF MULTIPLE PIGMENTED IDIOPATHIC 
SARCOMA (KARPOSI). E. F. Skinner, Brit. J. Dermat. & Syph. 
31:28 (Jan.-March) 1919. 


Skinner gives a detailed history and observations in a case of multiple 
benign hemorrhagic pigmented sarcoma of Kaposi, and describes the salient 
clinical and pathologic features of this disease. He also offers a summary of 
conclusions concerning present day ideas concerning this disease. 


LE PERIL VENERIEN, PROPHYLAXIE. L. Le Crerc-Danpoy, Ann. et 
bull. d. sc. méd. et nat. de Bruxelles, No. 6, 1919. 


Le Clerc-Dandoy explains the campaign being made by the Societé Belge 
D’Engénique to instruct the people in the dangers of and prophylaxis for 
venereal diseases, and reproduces the poster placed in public buildings by the 


society. 


VACCINES IN THE TREATMENT OF CUTANEOUS DISEASE. 
J. M. H. MacLeop and W. W. C. Toptey, Brit. J. Dermat. & Syph. 31: 


(April-June) 1919. 


MacLeod and Topley say that of all the conditions which they have treated 
with vaccines, definite and immediate benefit has followed only in suppurative 
staphylococcal lesions, especially in acute recent and recurrent boils. In chronic 
boils, especially about the back of the neck, results have been more uncertain 
and sometimes unsatisfactory. The authors’ results in acne, sycosis barbae and 
tuberculosis are in accord with those of Sequeira and Western. 
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CIRCULAR ULCER OF THE LEG CAUSED BY THE ADMINIS- 
TRATION OF BROMIDS. E. Warp, Brit. J. Dermat. & Syph. 31:138 
(July-Sept.) 1919. 

Ward describes a peculiar circular ulcer of the leg appearing in a child 
suffering from epilepsy, who was treated with bromids. He contends that it 
belonged in the group of so-called “condyloma-form” bromid eruptions. 


SeENEAR, Chicago. 
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MANHATTAN DERMATOLOGICAL SOCIETY 
Regular Meeting, Oct. 14, 1919 
Pau. E. Becuet, M.D., Chairman 


SCLERODERMA IN A CHILD. Presented by Dr. O. L. Levin. 


A. S., a schoolboy, aged 10, born in this city, applied as a private patient 
four days ago for relief of a hardening of the skin. This condition was first 
noticed as a swelling of the right hand and a brownish discoloration of the 
right elbow. The discoloration spread up the arm, and the swelling slowly 
subsided and was replaced by a hardening of the skin of the hand, the fingers, 
and the forearm as far as the elbow. One year ago, a hard shiny patch 
appeared on the left shoulder, and three months ago similar patches appeared 
on the right thigh and right foot. For the past nine months, treatment had 
consisted of bakings, thrice weekly. The past history and family history were 
both negative except that the father had had a nervous breakdown several 
years ago. 

The’ patient presented patches of brownish pigmented skin enclosing areas 
of achromia on the right scapular region, the right upper extremity, and the 
outer aspect of the lower fourth of the right thigh. Bands of hidebound skin 
occurred in these areas as well as on the right shoulder and on both feet. 
There was also diminished function of the hands. 

The general examination revealed nothing abnormal except an alopecia of 
the outer half of the eyebrows. The Wassermann reaction of the blood serum 
was negative. 

DISCUSSION 

Dr. Howarp Fox thought the term diffuse scleroderma improper as applied 
to the generalized forms of the disease associated with edema, or to cases of the 
sclerodactylia type. This was a distinctly localized scleroderma of interest 
because of its linear configuration. 


CASE FOR DIAGNOSIS. Presented by Dr. H. J. F. WALLHAuseER for Dr. 
H. O. CARRINGTON. 

A negro presented an erythrodermia, with mild scaling, involving the upper 
and lower extremities, which had been present for fifteen years ‘and had 
remained practically unchanged. In various locations, but limited to the areas 
involved, numerous pea-sized nodules were present. The patient stated that 
they had been present from the very beginning, coming on in crops; they had 
gradually disappeared, and the result was the “scaly condition.” He was 
quite positive there had not been a time when he was entirely free from the 
nodular lesions. 

DISCUSSION 


Dr. Howarp Fox said he was not familiar with any nodular type of para- 
psoriasis. The diagnosis of prurigo nodularis had been suggested in an informal 
discussion; but he thought the patient did not present this condition on account 
of the absence of itching. He thought the most probable diagnosis in this 
interesting case was some form of psoria.. 
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Dr. I. Rosen said that he would call it parapsoriasis nodularis. It resembled 
a case he had under observation at the present time. The lesions in his case 
were very much infiltrated, and would appear and disappear; when they 
receded, distinct scaling could be seen, as in Dr. Carrington’s patient. In 
his opinion the patient also presented the typical erythrodermie pityriasique 
en plaque disseminées. 

Dr. H. J. F. WALLHUAUSER said that his original diagnosis was parapsoriasis, 
and he was inclined to regard the nodular lesions as due to a secondary infec- 
tion, since the induration was distinctly follicular. A biopsy would be made and 
the findings reported at a future meeting. 


LICHEN SCLEROSIS OR ATROPHICUS. Presented by Dr. B. F. Ocus. 


M. S., aged 40, was married to a man suffering from paresis. In the 
beginning of January of this year, the patient stated, a little red papule that 
was very itchy appeared on her left forearm. The lesion grew peripherally 
and cleared in the center, so that it looked like a ringworm. A few more 
similar lesions appeared on the back of the neck and on the forearm during the 
next three months. At that time, she experienced a severe itching on the 
back and front of the neck and on the upper part of the chest. The parts 
became red, and soon after, rough papules appeared. 

When the patient was seen in the middle of last August, she presented a 
number of depigmented patches, which were not infiltrated but had on their 
surfaces a large number of gray horny plugs, comedo-like bodies—or, where 
the latter had fallen out, little depressions. The patches were completely or 
partially surrounded by an annular patch of lichen planus; there were also 
outlying typical lichen planus papules and patches. On the neck and upper 
part of the chest, the skin was literally covered with red acuminate papules, 
each of which had a horny plug or comedo-like body projecting from its apex. 
The same papules were also scattered among the lichen planus lesions. 

A biopsy was made, the section being taken from the edge of the vitiligo 
patch, including the border. 

Pathologic Findings—There were: hyperkeratosis, atrophy of the rete mal- 
pighii, and degeneration of rete cells; atrophy of the papillae and their com- 
plete absence toward the center of the lesion; a very mild diffuse infiltration 
in the upper layer of the corium, and in places sclerosis of the fibrous tissue; 
a marked perivascular infiltration of the middle layer and a comparatively nor- 
mal lower layer in which a few sclerotic vessels were found. The fat cells 
had a slight tendency toward staining with eosin. The hair follicles were 
dilated, filled with a horny plug, and their sheaths were much infiltrated. 

When presented, the patient showed no evidence of the vitiligo patches, 
which had lost the horny plugs; there was pigmentation in place of the lichen 
planus lesions, a number of flattened plugs, and depressions where they had 
fallen out. 

DISCUSSION 

Dr. Ocus said that when he first saw the case, the patient showed what 
he considered to be typical lichen planus lesions surrounding the atrophic 
lesions. At that time she was taking arsenic, and he asked her physician to 
stop the treatment for a while. A microscopic section had been shown to 
Dr. Wise. 

Dr. Wise said that the specimen which had been submitted to him by Dr. 
Ochs did not show the characteristics of lichen planus atrophicus. There was 
no massed infiltration deep down in the corium, and he doubted very much that 


the case was an example of lichen planus atrophicus, even from the clinical 
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appearance of the lesions. That the patient did have lichen planus at a certain 
time was probably true, but he saw no evidence of the atrophic type of the 
disease on presentation. The patient’s skin presented a follicular hyperkera- 
tosis with areas of vitiligo. 


LEPROSY. Presented by Dr. W. S. GorrHeIt. 

The patient, a woman, aged 31, was born in the British West Indies, and 
had lived in the United States for eighteen months. Her entire body was 
covered with circinate, atrophic and pigmented lesions. On the arms the 
lesions had fused into irregular areas, the centers of which were distinctly 
white and atrophic. These lesions were very characteristic in daylight, but 
were not seen so well by artificial light. The patient was beginning to show 
the characteristic atrophy. 

The speaker said that probably some of the men had seen the case in 
other clinics. When the patient was stripped, her entire body showed this 
marbled appearance of patches with white centers. There were no anesthetic 
areas. The woman’s general health was fairly good. When she first came 
under observation last winter, the condition was not so advanced as now, and 
the characteristic facies had not developed. She first noticed the white spots on 
her thighs:a year ago. 

DISCUSSION 

Dr. Howarp Fox presented photographs of similar cases of extensive macular 
leprosy of the annular type, one of them having been published by Stelwagon. 

Drs. F. Wise and M. B. PARoUNAGIAN agreed with Dr. Gottheil’s diagnosis. 
Dr. Wise had had the patient under observation at the Vanderbilt Clinic several 
months previously and had referred her to the City Hospital. 


FOR DIAGNOSIS (BULLOUS DERMATITIS HERPETIFORMIS OR 

ERYTHEMA MULTIFORME). Presented by Dr. W. S. Gotruet. 

The patient, a little girl, aged 4, gave a history of having had a similar 
eruption several years ago. Three months before, papules appeared on her 
chest which rapidly became vesicles and bullae, and the child was sent to 
the hospital with a diagnosis of pemphigus. The speaker said he had seen her 
only once or twice. The eruption was confluent, and more grouped on presen- 
tation than when first seen. The lesions at first were distinctly isolated, then 
they became inflammatory papules, developing into vesicles and later into 
bullae. The mucosae were not affected, and the child’s general health was 
good. The malady was progressing very rapidly, but the diagnosis of pem- 
phigus seemed to be excluded. 

The case was presented with a diagnosis of bullous dermatitis herpetiformis 
or erythema multiforme, with a prepossession in favor of the former. 


CASE OF LYMPHOGRANULOMA. Presented by Dr. M. B. PARoUNAGIAN. 

The patient, a woman, had been presented last May for diagnosis. Since 
that time microscopic examination revealed the condition to be lymphogranu- 
loma. Most of the members had seen the case in May, and the patient was 
presented simply to show the development of the case. She had been treated 
with roentgen rays and small doses of Fowler’s solution and Basham’s mix- 
ture, and the glandular swellings were becoming much smaller and the color 
of the patches lighter. At one time, the glands in the groin were enormously 
swollen. 

DISCUSSION 


Dr. B. F. Ocus remarked that the patient had improved very much since she 


was last seen. 
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Dr. F. Wise said that the patient had improved greatly under treatment. Dr. 
Parounagian had presented her last May, and the biopsy then made at the 
Vanderbilt Clinic showed a typical lymphogranuloma. The lesion was a cir- 
cumscribed form of lymphogranulomatosis cutis or lymphadenosis of the skin. 


PITYRIASIS RUBRA PILARIS. Presented by Dr. O. L. Levin. 

The patient, a married woman, aged 44, born in Russia, stated that the 
intensely itching generalized eruption that she presented had been present for 
seven weeks. She had never before had any cutaneous disorder, and her 
general history was negative. 

She presented a generalized eruption made up of acuminate red papules, 
which were situated at the mouths of the pilosebaceous follicles, and many 
were pierced by hairs. The condition was most marked over the scapular 
and sacral regions where the papules showed a tendency to become confluent 
and form thickened erythematous patches. The skin of the palms and soles 
was only slightly thickened, and there was only a faint suggestion of black 
papules on the dorsum of the fingers. The urine was normal, and chemical 
examination revealed normal blood. 


DISCUSSION 

Dr. GreorGe H. Fox suggested that every one who showed a case should 
instruct the patient not to use any salve or lotion for at least two or three 
days before being presented at a meeting. He said that if this patient had 
been for a week or more without local treatment she would probably have 
presented two typical forms of lichen ruber—the papular and the squamous. 
Some years ago, he had studied an unusual number of these cases and had 
described three clinical forms—the papular, the squamous, and the rugose 
forms, the last showing thickened ridges. If this eruption had not been 
obscured by local treatment, the patient would have presented white squamous 
patches where scale-tipped papules had coalesced, resembling a superficial 
psoriasis. 

As to nomenclature, the first three cases of this disease were partially 
described by Devergie under the name of pityriasis rubra pilaris. The hands 
presented papules about the hairs on the dorsum of the first phalanges; these 
were undoubtedly cases of lichen ruber. No one described other cases like 
these until Hebra gave a full description of the disease and called it lichen 
ruber. The man who first described a disease accurately deserved the privilege 
of giving it a name and, laying national prejudice aside, lichen ruber was a 
more convenient and at the same time a more correct name than pityriasis 


rubra pilaris, which was given to it years later by Besnier. Though they had 


been separately described in some textbooks, it is very certain that both names 
referred to the same dsease; and although temporary improvement often took 
place it was quite possible that sooner or later most of them terminated fatally 
as did Hebra’s thirteen cases. Most dermatologists agreed that lichen ruber 
and lichen planus were distinct affections, and that Kaposi erred in classing 
them together as forms of one disease under the names lichen ruber acuminatus 
and lichen ruber planus. 

Dr. W. S. GorrHEIL approved Dr. Fox’s suggestion that a rule be made that 
patients be put on some kind of innocuous treatment for several days before 
being presented at the meetings. One of the patients presented had a salve 


plastered all over her. 
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Dr. O. L. Levin reported that a similar condition in a patient presented at the 
May meeting had cleared up without external treatment but under the internal 
administration of thyroid. The patient just presented would also be given 
thyroid. 


GEOGRAPHICAL TONGUE (ERYTHEMA MIGRANS). Presented by Drs. 

B. F. Ocus and FELDMAN. 

Mrs. J., aged 36, gave a history of three years’ duration of lesions that 
would develop as grayish, sharply-defined patches on the dorsum of the 
tongue and that would spread rapidly and clear later, leaving a border with 
a reddened and denuded center. After they had cleared up in the course of 
several days, they would appear elsewhere, migrating from place to place, 
the tongue never being free of them. Two weeks ago, the patient developed 
bullae at the mucocutaneous junction of the anus, which disappeared 
spontaneously. 

DISCUSSION 

Dr. W. S. GorrHEIL said that it was a typical case. When he had seen the 
patient three days before, she did not show the condition so plainly as on 
presentation. 


LUPUS ERYTHEMATOSUS IN A SYPHILITIC PATIENT. Presented 
by Dr. O. L. Levin. 

A. L., a man, aged 33, a native of the United States, complained of an 
eruption of the face which had been present for ten years. He denied syphilis, 
but his wife was under treatment for active tertiary syphilis. The Wasser- 
mann reaction of the blood serum was repeatedly negative. In spite of all 
methods of therapy, the lesions continued to spread, but once, two years ago, 
antisyphilitic treatment had flattened them. 

Both cheeks and the nose were covered by a fine smooth scar on the 
periphery of which there was a wide border which was bright red in color, 
elevated, and covered with thick, typical scales. On the scalp were small 
patches of atrophy and active lesions. Although the Wassermann reaction was 
negative, the pupils were irregular, the knee jerks were absent, and there was 
a positive Romberg sign. 


LICHEN PLANUS ANNULARIS. Presented by Dr. M. B. PArounactan. 

The patient, a little girl, aged 13, was presented last May with a diagnosis 
of lichen planus, the lesions being located on the face, neck and hands. At 
that time, no one agreed with the diagnosis, and she was brought before the 
Society again in order that the members might note the present condition of 
the case. When seen, September 4, the lesions were very much more pronounced 
than on presentation. 

DISCUSSION 

Dr. F. Wise said that when Dr. Parounagian presented the patient last 
spring every one of the members excepting the exhibitor insisted that it was 
a case of lupus erythematosus. Dr. Parounagian asserted then that it was 
lichen planus, and he was right. 

Dr. W. S. GorrHeIL said that he could not agree in regard to the lesion on the 
side of the nose because of its shape, appearance, and persistence. 

Dr. P. E. Becuet agreed with Dr. Gottheil; while the lesions on the arms 
were typical of lichen planus, the lesions on both sides of the nose were more 
suggestive of a seborrheic dermatitis, follicular in character. 
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Dr. M. B. ParouNaGiaN said that Dr. Wise had stated the case as he would 
himself. Last May, when first presented, the patient had lesions on the eye- 
brows, sternum and neck, also a few on the hands; all were of the same type — 
violaceous, shiny, etc. He had watched the case week by week since, and 
when every one else called it lupus erythematosus he thought differently—he 
could not see any lupus erythematosus about it. Especially in August and on 
the last visit in September, the lesions were typical, though at this presenta- 
tion they were somewhat faded, as the patient had been treated continuously 
since the last presentation. 


ALOPECIA TOTALIS. Presented by Dr. M. B. PArounGIAn. 

Mr. B., aged 51, born in the United States, a tire repairer, presented a 
total alopecia. The condition started in the spring of 1919, and in less than 
a month he had lost all the hair from his head and body. He did not give a 
history of shock, injury, or anything that would account for the trouble. The 
Wassermann reaction was negative. The patient also presented a number of 
psoriatic patches on his arm and scalp; he had had these lesions for about 
twelve years. 

The speaker asked for suggestions as to the treatment of the case and 
wished to know whether there was any hope that the hair would grow again. 
DISCUSSION 

Dr. Howarp Fox thought it the general opinion that cases of total alopecia 
areata had a rather hopeless prognosis. He had treated a series of about thirty 
cases of alopecia areata with the Kromayer lamp. In general, the results were 
satisfactory. In one case of total alopecia, in spite of treatment given over 
a period of three years, there was no improvement whatever. 

Dr. H. J. F. WALLHAUsSER said he had had a case in which a total loss of hair 
occurred, followed by complete recovery. 

Dr. B. F. Ocus said that two or three years ago, he had presented a similar 
case in a man of about 40 years of age. The patient had since been under treat- 
ment at Lebanon Hospital, and his hair was beginning to grow again. He said 
he would try to show the patient at some subsequent meeting. 

Dr. P. E. Becnet expressed the opinion that age was an important factor in 
the prognosis of these cases, and cited the instance of a patient who at 50 
suffered a total alopecia. When observed ten years later there was still no 
vestige of hair. On the other hand, it was his experience that patients in 
whom the disease occurred early in life eventually recovered entirely. 

Dr. G. H. Fox said that no one had made any reference to the possible 
nervous origin of the condition. This man seemed to be in fine physical con- 
dition. He-had seen men with alopecia areata come from the farms with 
faces tanned and apparently in excellent health, although in most cases it 
occurred in nervous and overworked persons. 

Dr. M. B. ParouNAGIAN said that the patient was a very intelligent man and 
gave a very correct description of his case. He had stated that he did not 
have any bald patches, that the condition started in the middle of May, and by 
the middle of June he was entirely bald. He had, besides, several patches 
of psoriasis on the scalp. 

Thinking that the condition might have something to do with the internal 
secretions, the speaker said he had begun to give the man small doses of 
thyroid and was gradually increasing the quantity; the psoriasis lesions had 
almost entirely cleared up with routine treatment. 
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Dr. W. S. GotTrHem said that they had not secured any distinct history; he 
had tried to find out whether it began as an acute alopecia areata and spread 
all over the body. All the cases that he had seen had been cases of alopecia 
universalis; it was unusual to have it occur so late in life as in this case. 


CASE FOR DIAGNOSIS. Presented by Dr. M. B. PArouNaAGIAN, 


A boy, aged 12, born in the United States, according to the history, had 
had the condition for two weeks. The lesions were of a follicular keratotic 
character and appeared on the side of the neck, on the trunk, and in the axillae, 
and there was a slight eruption on the lower extremities. It was a rough 
follicular eruption. Some glands in the neck and axillae were swollen. 


DISCUSSION 

Dr. O. L. Levin stated that in his opinion the eczema was a secondary con- 
dition. The original condition appeared to be a hyperkeratotic affection of the 
skin which was most marked in the mouths of the pilosebaceous follicles. The 
patient also showed a marked hyperkeratosis, and in his opinion the whole con- 
dition depended on a disturbance of the internal secretions. The eczema of 
the skin probably followed scratching. He advised small doses of thyroid, 
one-tenth grain twice a day. ; 

Dr. G. H. Fox said that when he first studied dermatology this condition 
was usually called lichen simplex. Hebra called it papular eczema, and 
deserved credit for showing that lichen, impetigo, etc., were all clinical forms 
of one disease, namely eczema, and that one form might readily change to 
another. 

Dr. M. B. ParouNaGIAN said that if this were simply a case of papular eczema 
it was one of the rarest forms he had ever seen. There ought to be a better 
name for such cases. He had seen the patient only once and he expected to 
study the condition further. There were a number of features about the case 
worth considering carefully. He had presented it because he was desirous of 
knowing what the other members would call it. 


PITYRIASIS ROSEA. Presented by Dr. M. B. Parounacian. 


A boy, aged 8, born in Russia, presented lesions of four or five days’ dura- 
tion that appeared mainly on the lower extremities, a few being on the arms. 
They were brownish, with scales on the top of the papules. There was a large 
circular patch on the back of the right thigh, suggestive of a primary: patch, 
and the condition was psoriatic. 

DISCUSSION 

Dr. G. H. Fox called the condition a papular eczema. 

Dr. A. J. Gi-mMour could not agree with the diagnosis of pityriasis rosea as 
the papules were very much indurated. 

Dr. P. E. Becuert stated that the lesions were quite thickened and excessively 
scaly; many of them were follicular in type, and the trunk was free. With 
these facts in mind, it seemed to him that the eruption—despite the fact that 
the scalp was free—resembled a seborrheic eczema of the follicular type more 
than it did pityriasis rosea. 


Dr. M. B. ParouNacIAN replied that the scalp was absolutely free from 
seborrhea. The patches on the thigh suggested a case of pityriasis rosea begin- 
ning on the thighs and chest. He would watch the case and show the patient 
again if possible. 


mares 
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LICHEN PLANUS HYPERTROPHICUS WITH FOLLICULAR LESIONS. 
Presented by Dr. F. Wise. 

Oluf L., from Dr. Fordyce’s clinic, a sailor, aged 37, married, who was 
born in Sweden, and had been in this country three years, had had the erup- 
tion for four years. The right shin at its middle third presented a semicircular 
and several linear lesions; these were purple-red, slightly elevated, and covered 
with adherent scales. To the right of these lesions were numerous prominent 
follicles with horny plugs. 


DERMATOTHLASIA (SO-CALLED “PICKER’S DISEASE”). Presented 
by Dr. F. Wise. 

Frank D., an Italian, aged 55, married, who had been in the United States 
for thirty-three years, and who was from Dr. Fordyce’s clinic, had suffered 
from this condition for five years. Most of the lesions were on the scalp, face 
and neck, a few being on the lower extremities. The lesions were about the 
size of a dime or smaller; they were scaly, and crusted, with some scarring in 
the older ones. They were most marked on the neck along the hair line. The 
man said that he had kept up a constant irritation with his fingers, thus pro- 
voking the lesions. 

; DISCUSSION 

Dr. W. S. GotrHEIL expressed the opinion that it was nothing more than mere 
traumatism caused by the patient’s fingers. The patient probably did some 
scratching and picking. It would also seem that he had a lupus erythematosus. 


MULTIPLE GUMMAS. Presented by Dr. O..L. Levin. 

A man, aged 45, negro, married, a native of this country, stated that numer- 
ous swellings and ulcers had been appearing on the right leg for the past three 
months. He admitted having had a chancre of the penis and secondaries 
eighteen years ago, and had taken treatment for several weeks. He had been 
married for fifteen years, and his wife had never been pregnant. 

Studding the anterior, inner, and outer aspects of the right leg were about 
twenty-five small, punched-out, round and reniform ulcers, varying in size from 
that of a pea to that of a quarter, and exuding a serous and seropurulent 
discharge. Interspersed between these, were numerous scars which were very 
black in color. The Wassermann reaction was +++ +. 


PECULIAR SCARRING IN NORTH AFRICAN NEGRO. Presented by 

Dr. F. Wise. 

Galliani G., from Dr. Fordyce’s clinic, a negro from North Africa, aged 26, 
who had been in this country a short time, and who spoke French only, pre- 
sented symmetrically arranged linear hypertrophic scars on the forehead and 
cheeks. This scarring had been done with intent four years ago, according 
to tribal custom. He now wished to have the scars removed. 


DISCUSSION 

Dr. W. S. GorrHetL said that the term “ritual scarring” which some one had 
used in connection with the case was wrong. These were tribal marks which 
the man had put on for “good luck” in fighting. The man came from the Gold 
Coast where the natives did that sort of thing—you might call it what you 
liked. In addition to the local injury, carbon or something else had been 
implanted in the cuts, and the boy was now anxious to have them removed. 

Dr. P. E. Becuet said that the patient told him the marks were made in order 
to keep him safe from injury in the late war. It might be of interest to 
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state that these visible evidences of dark superstition were not confined to 
Africa. As late as twenty years before he had observed one .or two cases of 
scarring, fetishism, and voodooism among negroes of the French quarter in 
New Orleans. 

NEW YORK DERMATOLOGICAL SOCIETY 
Regular Meeting, Oct. 28, 1919 
GeorcGeE H. MackKeg, M.D., President 
XERODERMA PIGMENTOSA. Presented by Dr. F. Wiser. { 
Edith W., aged 9, from Dr. Fordyce’s service, was born in this country, 


| and presented a skin disease of eight years’ duration. The lesions consisted 

| of freckling, with small pinhead sized to pea-sized keratoses, which were 
especially marked on the nose, and scattered telangiectases of either side of 
the nose and cheeks. There was also beginning atrophy of the skin on the 
cheeks; the vermilion border of the lips was pigmented; the ocular con- 
junctivae were involved, and there was ectropion of the right lower lid. The 

extremities, especially the upper, down to and including the fingers, showed 

¥ only freckling and small melanotic spots, with one small keratosis on the little 
finger of the left hand. 


URTICARIA PIGMENTOSA. Presented by Dr. F. Wise. 
John K., aged 7, from Dr. Fordyce’s service, was born in this country and 
, had been troubled with this skin disease for the last three months. The lesions 
varied in size from that of a millet seed to that of a plaque one-half inch 
in diameter, and were of a fawn-yellow color, much lighter on the extremi- 
ties than on the trunk. Distinct urticarial wheals were also present, which 
presented a typical urticarial reaction on friction of the lesons. 


DISCUSSION 

Dr. G. M. MackKee called attention to two cases diagnosed clinically as urti 
caria pigmentosa and which, histologically, proved to be endothelioma. These 
cases were studied in Dr. Fordyce’s clinic, and were reported by Dr. Wise in 
the American Journal of the Medical Sciences. 


CASE FOR DIAGNOSIS. Presented by Dr. F. Wise. 

Herbert M., aged 10, from Dr. Fordyce’s service, was born in this country 
and had suffered from this skin trouble for nine years. The lesions were 
erythematous, scaly, infiltrated, slightly pigmented, and circumscribed, and 
covered the entire palms of both hands, extending also for a short distance on 
the dorsum of the hands, where the edges were sharply marginated. The mid- 
dle and ring fingers of the left hand and the web between were also involved; 
an erythematous patch was on the umbilicus, and a linear scaly patch on the 
base of the penis; there was also a dollar-sized scaly patch on the inner side 
of the sole of the left foot, with a slight involvement of the toes. The lesions 
were at first thought to be psoriatic, but there was none on the knees and 
elbows, and the history could not be relied on as to previous lesions. 


DISCUSSION 


Dr. J. M. WINFIELD considered it a case of psoriasis. 


Dr. H. J. Scuwartz thought the lesion on the thigh was psoriasis. 
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Dr. W. J. HiGHMAN also thought it was a case of psoriasis; this was only the 
second case of psoriasis of the palms that he had seen in the past twelve years. 
The first case had been recognized as psoriasis by Herxheimer in Frankfort, 
in the patient’s boyhood, and he had subsequently acquired syphilis. When 
seen by the speaker he had gummas of the fingers as well as psoriasis. Under 
antisyphilitic treatment the syphilis disappeared, but the other condition 
persisted. 

Dr. Howarp Fox said that this case exemplified the fact that it was diffi- 
cult or impossible to differentiate between eczema and psoriasis of the palms 
when no other lesions were present on other parts of the body. He did not 
think that psoriasis of the palms (occurring with psoriatic lesions elsewhere) 
was as rare as Dr. Highman had found it. 

Dr. H. H. Wuitenouse said that the case had impressed him as being psori- 
asis of the palms, although the distinction between that and eczema, and other 
conditions of the palms was sometimes very difficult. He then recalled a case, 
which Dr. Fox might also remember, of a patient in the Skin and Cancer 
Hospital years ago, in which the psoriasis was confined to the palms, and not 
until subsequently, when some other papules were found, was the diagnosis 
of psoriasis made. The case presented corresponded very closely to that type. 

Dr. W. B. Trimste recalled a former case presented by Jackson. The patient 
had suffered from psoriasis of the palms for about twenty years. The lesions 
were confined to the palms, the body being perfectly clear. At the time there 
was some discussion as to the correctness of the diagnosis. The patient was 
later admitted to the University and Bellevue Clinic, and following some very 
active and stimulating treatment to the hands the disease became generalized 
over the whole body; this, of course, rendered the diagnosis unquestionable. 
He also cited another case of a young woman who had one lesion on each 
elbow, with none elsewhere. These lesions had been localized to the elbows 
for four years, and were removed with chrysarobin ointment, only to be 
followed by a general outbreak a few weeks later. Sometimes localized lesions 
of this kind remained stationary for years and became generalized after some 
irritating treatment had been applied. It would therefore seem wise at times, 
unless the lesions were on exposed surfaces, to “let sleeping dogs lie.” 


HYPERTROPHIC SCARS. Presented by Dr. G. H. Fox. 


A young man presented various lesions on the back of the neck, which were 
at first thought to be dermatitis papillomatosa. About six or seven years ago 
he had two boils on the back of the neck which were operated on and caused 
large hypertrophic cicatrices. The lesions suggesting the diagnosis of dermatitis 
papillomatosa were nodules containing pus pockets undermining the skin over the 
whole surface. These pus pockets had been treated with the burr and phenol, 
and the prominent cicatrices, which when first seen were two or three times as 
prominent as on presentation, had mostly subsided. This would not have 
occurred had they been keloids. 


TINEA CRURIS. Presented by Dr. G. H. Fox. 


This case was presented not because of its rarity, but with the idea of 
eliciting a discussion as to the proper nomenclature, the etiology, and the 
methods of treatment of the condition. The speaker had written the first 
article in THE JouRNAL oF CuTANEous Dtseases describing a spreading erup- 
tion which he termed trichophytosis cruris, although at the time he had not 
considered it an ordinary ringworm. It was what Hebra termed eczema 
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marginatum. The consensus of opinion at the present day seemed to be that it 
was an epidermophyton affection, but it ought to have a definite name. In 
an article written some time ago on pityriasis rosea, the speaker had expressed 
the opinion that there was some relation between the so-called eczema margi- 
natum of the anal and inguinal regions and the typical cases of pityriasis 
rosea. He had seen several cases in which there were marginate patches in 
the axilla and groins, and a typical pityriasis rosea of the chest and thighs. 
It would be too bold to suggest that pityriasis rosea was caused by the epi- 
dermophyton, but it seemed probable now that in various eruptions heretofore 
called eczema there was a parasitic element. It seemed probable also that many 
of the macular and circinate affections that so much resembled pityriasis 
rosea that it was almost impossible to avoid making that diagnosis, might be 
due to the same parasite. Possibly the epidermophyton might cause many 
eruptions which were quite different in their clinical appearance. 

It would be very interesting to know the opinion of the members as to the 
proper name by which the condition should be designated, also their ideas in 
regard to its parasitic nature and the proper method of treatment. This case 
had only begun within the last month; the itching was severe but under 
chrysarobin ointment it was greatly relieved. 


DISCUSSION 
Dr. S. SHERWELL asked why Dr. Fox had not used formaldehyd instead of 
chrysarobin. It gave a better result without the unpleasant effect. 


Dr. W. J. HIGHMAN said that there were two types of common fungus infec- 
tion in this region, one being the erythrasma provoked by the Microsporon 
minutissimum which is closely related to the organism causing pityriasis versi- 
color. The type seen in Dr. Fox’s case was caused by an organism called Epi- 
dermophyton inguinale. Certain dermatologists had adopted the name epidermo- 
phytia for the disease, but whether or not that was the best term that could be 
suggested he was not prepared to decide. 

The treatment which he had found most pleasant, although not so rapid 
as that employed by Dr. Fox, was Whitfield’s ointment, introduced in this 
country by Dr. Ormsby, consisting of 6 per cent. salicylic acid and 12 per cent. 
benzoic acid in an ointment base, applied twice a day. It caused considerable 
irritation at times and some pain, but it relieved the condition. Ormsby said 
that if it should fail, chrysarobin was the best ointment to use. 

Dr. Howarp Fox asked if the benzoic acid had anything to do with the 
effectiveness. 

Dr. W. J. HiGHMAN replied that he thought it did. It worked equally well 
with the epidermophyton and other parasitic lesions of the feet. 

Dr. F. Wise asked if Dr. Fox had any objection to the name “tinea cruris.” 

Dr. G. H. Fox replied in the affirmative. In his opinion the condition was 
not ringworm and not eczema, and there ought to be a separate name for it. 
Epidermophytosis would seem to be the best, although it was a long one. 

Dr. H. H. WHITEHOUSE said he would like to make one remark about Dr. 
Fox’s question in regard to the beneficial effect or.otherwise of benzoic acid in 
Whitfield’s ointment. As an evidence of its possibly innocuous effect, one of 
his staff at the Post-Graduate Hospital had told of a patient whom he had 
cured promptly with that ointment, and found out later that the druggist had 
not put any benzoic acid in it—they had used the ointment all the time with- 
out knowing it—plain salicylic acid. In the tropics they used plain salicylic 
acid for these ringworms and they disappeared very promptly. 
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Dr. G. H. Fox said that Whitfield’s ointment was simply a salicylic oint- 
ment, and expressed a doubt whether the addition of benzoic acid to it had 
any effect whatever. 


LUPUS ERYTHEMATOSUS DISSEMINATUS. Presented by Dr. F. Wis:. 


A young woman who had been treated in private practice for several months 
without success had previously been to a number of other physicians and clinics 
without any benefit. She was presented for suggestions as to the proper mode 
of treatment. She suffered from recurrent attacks of the disease, and pre- 
sented characteristic chilblain-like lesions on the hands, together with numerous 
superficial patches on the face, neck, back, and chest. The ordinary sedatives 
would cause the lesions to disappear for a short time, but they inevitably 
recurred. Examination of the internal organs and metabolic processes of the 
patient revealed no abnormalities. The teeth and tonsils were free of disease. 


DISCUSSION 


Dr. Howarp Fox said that as most patients with the disseminated type of 
lupus erythematosus eventually died of pulmonary tuberculosis, he thought the 
wisest plan would be to follow the general treatment for tuberculosis patients. 


Dr. G. M. MacKee said that the edematous patches of lupus erythematosus 
sometimes yielded to very mild roentgen applications—slight stimulating doses 
—-more frequently to the Beta rays of radium. If they did not yield promptly, 
however, continued treatment was not indicated, it was even contraindicated. 
If the response was not immediately favorable, the Kromayer light or some 
other treatment should be tried. Several years ago, he had tried the use of 
tuberculin in all of the tuberculosis group, but it was not found to be effica- 
cious in any of the tuberculids or in lupus erythematosus, whereas in Bazin’s 
disease and in certain types of lupus vulgaris it acted very well. Based on 
that experience, it would seem that tuberculin was not indicated in a case such 
as the one presented. 


LUPUS VULGARIS (DISSEMINATED FOLLICULAR TYPE). Presented 
by Dr. Howarp Fox. 


Margaret W., a colored woman, aged 39, born in the United States, was 
married but had never had any children. Her father was drowned, her mother 
died in childbirth. Two brothers had died as infants, and one sister following 
an operation. As a child, the patient had suffered from measles, whooping 
cough, and chickenpox, and from typhoid fever as a young woman. She had 
a persistent cough, and had lost 17 pounds within a little over one year. The 
eruption appeared three years ago in the right ala of the nose. One year 
later it began to spread over the face. When presented she had a half dozen 
groups of dull-purplish, smooth, firm, sharply defined, non-itchy lesions. On 
the nape of the neck she presented about three dozen small pinhead-sized, 
follicular, shiny lesions. There was a slight keloid at the site of a former 
biopsy made at the Vanderbilt Clinic. Dr. Wise had stated that the micro- 
scopic examination of this pinhead follicular lesion revealed the typical struc- 
ture of lupus vulgaris. The Wassermann reaction was negative. An examina- 
tion of the chest (including a roentgenogram) revealed evidence of pulmonary 
tuberculosis. 

DISCUSSION 


Dr. H. H. Wuitenouse said that the patient evidently had syphilis, for the 
Wassermann test was positive. He said the older he grew the more strongly he 
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felt that anything contrary to the ordinary in these conditions might never- 
theless be syphilitic. He had under observation a private patient whose case 
strongly resembled the sarcoid of Boeck—there were gummatous lesions as 
hard as cartilage. The patient had a definite syphilitic history and some char- 
acteristic symptoms, but a negative Wassermann reaction. The patient was 
slowly improving under antisyphilitic treatment. He had also seen a similar 
case in a negro. Therefore, while a microscopic examination would doubtless 
clear up the diagnosis, he was inclined to think it a syphilitic process in its 
entirety. 
LUPUS ERYTHEMATOSUS DISSEMINATUS. Presented by Dr. W. J. 
HiGHMAN. 

A woman, aged 62, who had had a smilar condition seven years ago, came 
to Dr. Fordyce’s service a week ago, having suffered for five weeks with the 
eruption, which began on the face and extensor aspects of the forearms. When 
first seen, her pulse was 130, her mouth temperature 102 F., and she presented 
marked signs of prostration. There was an erysipeloid area on her face, and 
each lesion on the extremities was more markedly swollen than when she 
was presented. A section was excised, and examination confirmed the clinical 
suspicion that it was a rare condition—lupus erythematosus disseminatus. 
There were plugs in the follicles, etc. The only other condition that might 
be considered, so far as the hands were concerned, was acute erythema multi- 
forme, but there was not sufficient evidence to sustain that diagnosis. The 
patient stated that the eruption appeared when she'caught cold. 


PURPURA ANNULARIS TELANGIECTOIDES. 

W. J. HicgHMAN. 

The patient was a woman, aged 43, from the Mount Sinai Clinic, who for 
three years has suffered with the eruption exhibited. It would become slightly 
better and then grow worse, irrespective of seasons. It was difficult to make 
a definite diagnosis so far as giving an accurate name to the condition was 
concerned. The lesions consisted of punctate, purpuric spots, hemorrhagic 
plaques, and a slightly infiltrated surface, somewhat roughened and with a 
slight tendency to scaling. Dr. Scheer saw the patient first and made a diag- 
nosis of Schamberg’s disease, but without knowing of that, the speaker made 
the diagnosis under which the case was presented. It undoubtedly belonged 
to the group of disturbances referable to the capillaries of the skin. 
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DISCUSSION 
Dr. H. H. Wuitenouse thought the condition was an eczema. 
Dr. F. Wist thought the condition corresponded more closely to Majocchi’s 
disease than to any other. It was not an eczema, but a distinct hemorrhagic 
eruption, especially on the thigh. Both the history and the character of the 
eruption were favorable to the diagnosis of Majocchi’s disease. He could not 
accept the diagnosis of eczema in such a case. 

Dr. G. M. MacKesr said that while this was not a typical example of purpura 
annularis telangiectodes, the symptoms presented were sufficiently classical for 
identification. There had been only two typical cases encountered in this 
country—one by Dr. Harris of Chicago and one by Dr. Ketron of Baltimore. 
The speaker’s case, several years ago, was not absolutely typical. The patient 
presented by Dr. Highman exhibited, the speaker thought, a very mild example 
of the affection with a rather wide but not unusual distribution. The exacerba- 
trons, the remissions, the puncta, the pigmentation, the grouping, and the attempt 
to form annular lesions, together with the chronicity and the absence of derma- 
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titis, varicose veins, etc., all pointed to a diagnosis of purpura annularis 
telangiectodes or, as it had also been designated, folliculitis telangiectasia 
hemorrhagica. 

Dr. W. J. HiGHMAN said that he had nothing to add to what had been said by 
Drs. Wise and MacKee. It was not a typical case, and yet he knew of nothing 
else to which it so closely corresponded. The entire group had certain strong 
points of similarity in that the purpuric element seemed to be a disturbance of 
the skin capillaries. They were probably all types of what Brocq called faits de 
passage, one type of lesion merging into the characteristic form of another 
type, each with a specific name but all due to disease of the very small 
cutaneous vessels. 


SCROFULOUS GUMMAS AFTER ROENTGEN TREATMENT. Pre- 
sented by Dr. G. M. MacKee. 


I. W., a woman, aged 40, had suffered from the eruption for a year. She 
presented herself at Dr. Fordyce’s clinic, showing a number of ulcers which 
were considered as representing the so-called cold abscess or scrofulous gumma. 
There was very little inflammation, but the tumors were large, deep-seated, and 
allowed the escape of a thick serous, viscid fluid. The lesions would last for 
months and finally heal, new ones constantly forming. There were always 
half a dozen or more lesions present. The Wassermann reaction was nega- 
tive, and the therapeutic test was also negative. A biopsy, was made, and 
examination revealed a tuberculous structure. Finally, the lesions were treated 
with the roentgen ray, and they healed very promptly; in the last few months 
no new lesions had appeared. 


CASE FOR DIAGNOSIS (LEPROSY OR LUPUS ERYTHEMATOSUS ?). 
Presented by Dr. F. Wise. 


A woman, born in the United States, offered a rather peculiar history. She 
presented herself at Dr. Fordyce’s clinic about three months ago, and at that 
time an unhesitating diagnosis of leprosy was made. She then shdwed marked 
lesions on the back which were somewhat infiltrated though they did not 
itch. There was a marked leonine expression of the face. There was no 
definite ulnar enlargement nor could any definite anesthesia be elicited, but 
in spite of the negative findings in these respects there seemed no doubt that 
it was a case of leprosy. Then Dr. Highman made a biopsy and pronounced 
it lupus erythematosus. The lesions disappeared under chaulmoogra oil and 
roentgen-ray treatment, and the only ones remaining on the back were pig- 
mented plaques. Under the circumstances it was difficult to decide whether 
it was a case of leprosy or lupus erythematosus, though if the biopsy could 
be depended on, it was a case of lupus erythematosus disseminatus. The 
Wassermann reaction was negative. 


LYMPHANGIOMA CIRCUMSCRIPTUM. Presented by Dr. F. Wise. 


A woman, aged 19, from Dr. Fordyce’s service, presented a lesion on the 
right thigh which had been diagnosed as lymphangioma circumscriptum and 
treated with radium at another clinic. The lesion appeared as a patch, con- 
sisting of yellowish vesicopapules arranged around the periphery of the patch, 
while in the center the lymphatic elements had disappeared and were replaced 
by pin-point angiomas. : 
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MULTIPLE PIGMENTED HEMORRHAGIC SARCOMA. Presented by 
Dr. Howarp Fox. 


Peter G., an Italian, aged 59, presented an eruption that had first appeared 
about five months before and consisted of tumors varying in size from that 
of a split pea to that of a hazelnut. Two types of lesions were present. One 
consisted of firm, elevated, roundish, sessile, smooth, shiny tumors of dull red, 
some of them presenting a violaceous tint. The other consisted of subcu- 
taneous, bluish, shotty, pea-sized nodules, slightly raised above the surface 
of the skin. The majority of the lesions were situated on the anterior aspect 
of the right leg and dorsum of the foot. There were a dozen lesions on the 
shaft of the penis, and a single lesion on the back of the right hand, the 
left elbow and the left foot. The patient was well nourished and apparently 
in good health. The lesions were being treated by fulguration. 


LUPUS VULGARIS. Presented by Dr. F. Wise. 


Charlotte H., aged 54, was from Dr. Fordyce’s service. Three and a half 
years ago her nose was blocked so that she could not breathe and an opera- 
tion was performed. This was followed by an attack of erysipelas, and after 
that an eruption appeared. It was a rather unusual case of lupus vulgaris, 
appearing late in life, and showing a peculiar distribution of the lesions. The 
nose was thickened and distorted, and the patches were more or less scattered. 
The biopsy showed it to be a typical lupus vulgaris. 


TUBERCULOSIS CUTIS. Presented by Dr. F. Wise. 

A man, aged 53, from Dr. Fordyce’s service, five years ago had had a 
fistula of the anus, for which he was operated on, and shortly afterward the 
lesions appeared around the anus and spread over the buttocks. A peculiar 
lesion appeared on the backs of the hands. Both sets of lesions were tuber- 
culosis cutis. Those on the hands had been treated with the roentgen ray 
and showed great improvement. Those on the buttocks had not yet been 
treated. The lesions consisted of large, indurated, sharply-defined, deep 
violaceous plaques showing evidences of numerous small ruptured abscesses. 


NEUROTIC EXCORIATIONS. Presented by Dr. G. M. MacKeer. 


A man, aged 35, and of a neurotic temperament, presented numerous ulcers 
and excoriations on the cheeks and neck. He was from Dr. Fordyce’s service. 
The lesions ranged in size from that of a pinhead to that of a silver quarter. 
Most of the lesions were superficial excoriations of irregular outline. Some 
were crusted while others were exudative. The ulcers varied in size from 
that of a split pea to that of a dime. Some of them were quite deep, extend- 
ing through the fine skin, while most of them were superficial. The floor of 
each ulcer was dry and glistening, and they were rather abrupt. The outlines 
were irregular—round, oval, and even linear. The patient admitted picking 
at the lesions constantly in an endeavor to remove little pieces of tissue. After 
these were removed, the lesions felt more comfortable, but only for a short 
time. There were numerous scars. The cause was a mania for picking at the 
lesions, and there was no intention to deceive. The diagnosis, therefore, was 
neurotic excoriation and not dermatitis factitia. 
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Book Review 


LE TRAITEMENT DE LA SYPHILIS PAR LES COMPOSES ARSENI- 
CAUX. Par le Dr. Lacapére, Ancien chef de clinique a I’hopital Saint- 
Louis; Medecin de Saint-Lazare. Masson et Cie., éditeurs libraires de 
L’Academie de Médecine. 120 Boulevard Saint-Germain, Paris, 1918. 


° 

The title of this book is rather misleading as it devotes over fifty pages tu 
the Wassermann reaction, twenty-five pages of which are taken up with tech- 
nical details. Eight pages are devoted to the technic of lumbar puncture and 
the analysis of the cerebrospinal fluid. This, however, does not in any way 
detract from the value of the work, as both methods are necessarily important 
guides to treatment. The author’s views are thoroughly in accord with the 
advanced ideas on the therapy of syphilis. He believes that arsenic is thera- 
peutically superior to mercury. Arsenic frequently aborts syphilis, mercury does 
not. It is his belief that many of the objections to arsenic come from those 
who ignore the technic of its intravenous administration. Of the arsenical 
preparations, he prefers arsphenamin and neo-arsphenamin. In spite of the 
relative inferiority of galyl, he considers it an excellent antisyphilitic. Ot 
the two former preparations, he prefers arsphenamin because neo-arsphenamip 
has a tendency occasionally to cause more or less severe jaundice from one tu 
two months after a series of injections. He prevents the nitritoid crises by 
a preliminary intravenous injection of from one half to one centigram ot 
arsenic five minutes before the regular dose. 

In a discussion of the treatment during the period of incubation he relates 
the following interesting incident: Three healthy men having had _inter- 
course with the same woman with active secondary syphilis, became fright- 
ened on ascertaining that fact, and two of them consented to an injection of 
neo-arsphenamin; they remained free of disease. The third, who refused the 
injection, developed « primary lesion. The author gave three injections of 
novarsenobenzol to the wife of a patient who had a primary lesion on the 
penis, and who, in spite of advice to the contrary, had frequent sexual inter- 


course with her; she never developed the disease. 

The book on the whole is a very interesting one, and the information gained 
by its perusal is well worth the time consumed. Monographs such as this are 
always of value, as they necessarily contain a mass of detail not usually found 
in a textbook devoted to the subject in all its aspects. 
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